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*Amended

A standard health survey was initiated on
10/08/13 and concluded on 10/23/13. immediate
Jeopardy was dentified on 10/11/13 at 42 CFR
483.13 Resident Behavior and Facility Practices
(F225 and F226) and 483.75 Administration

The preparation and execution of this
plan does not constitute admission or
greement by the provider of truth of
fhe facts alleged or conclusions set forth
in the statement for deficiency. The plan
|of correction is prepared and executed

solely because it is required by Federal
and State law.,

F 000

{F490 and F520), at a scope and severity of "J"
with Substandard Quality of Care at 42 CFR
483.13 Resident Behavior and Facility Practices
{F225 and F226) which was determined {o exist
on 09/25/13. The facility was notified of the
Immediate Jecpardy on 10/11/13. Review of the
facHity's 185 Grievance/Complaint Reports since
the last standard survey conducted on 09/11/12,
revealed at least 8 of these reports were
allegations of abuse/neglect and 8 were
allegations of misappropriation of resident
propery. The facility failed to provide evidence
the 16 Grievance/Complaint Reporls had been
reported to the appropriate state agencies and
failed to provide evidence protection had been
provided for the residents after the allegation had
been reported to facility staff. In addition, the
facility failed to ensure each allegation was
investigated by ensuring all witnesses and
potential witnesses were interviewed, residents
(victims of alleged abuse) were observed and
assessed, and record review was completed as
indicated, etc.

An extended survey was conducted on
10/22-23/13. No additional concerns were
identified.

The facility provided an acceptable credible
Allegation of Compliance (AOC} on 10/21/13 with

{ABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE
I - > S EXECUTIVE DIRECTOR

{%6) DATE

12/12/2013

Any deficiency statement ending with an astensk (*) denoles a deficiency which the institulion may be excused from coerecting providing it is delermined that
cther safeguards provide sufficient protection to tha patients . (Ses insfruclions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing hemes, the above findings and plans of correction are disclosable 14
days following the date these decuments are made available to the facllity, if deficiencies are cited, an approved plan of correction is requisite o continved
ptogram parlicipation.
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The preparation and execution of this plan does not

F 000 | Continued From page 1 F 000 konstitute admission or agreement by the provider
the facility alleging removal of the Immediate of truth of the facts alleged or conclusions set forth
Jeopardy on 10/22/13. The State Survey Agency Tn the statement for deficiency. The plan of
(SA) verified removatl of the Immediate Jeopardy correction is prepared and executed solely because i
on 10/22/13, as alleged in the acceptable ACC, s required by the Federal and State law.
with remaining noncompliance at 42 CFR 483.13
Resident Behavior and Facility Practices (F225
and F226) and 483.75 Administration (F490 and
F5203, at a scope and severity of "D" while the
facility develops and implements a plan of
correction and monitors the effectiveness of
systemic changes and quality assurance
activities.
Additional deficiencies were cited as a result of
the standard survey in the areas of42 CFR
483.15 Quality of Life (F253 - /S "D"}, 42 CFR
483.20 Resident Assessment (F282 - S/S"D"),
and 42 CFR 483.35 Dietary Services (F363 - 3/S
"E" and F371 - S/S "D"}.

F 225 | 483.13(c){1)(ii}-(iit}, (c)(2} - (4) F 225

55=J | INVESTIGATE/REPCORT

ALLEGATIONS/INDIVIDUALS
The facility must not employ individuals who have W 225

been found guilty of abusing, neglecting, or
mistreating residents by a court of law,; or have
had a finding entered into {he State nurse aide
registry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property;
and report any knowledge it has of actions by a
court of law against an employee, which would
indicate unfitness for service as a nurse aide or
other facility staff to the State nurse aide registry
or licensing authorities.

The facility must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and

1. Residents #1, #5, #6, #7, #9, and “B”
were physically assessed immediately for
any signs or symptoms of abuse. There
were no signs or symptoms of abuse found
and their cases were re opened. The
[:‘esidents were immediately protected, and

horough investigations were performed as
ollows:

F 225 Continued next page...
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misappropriation of resident property are reported
immediately fo the administrator of the facility and
o other officials in accordance with State law
through established procedures {including to the
State survey and certification agency).

The facility must have evidence that all alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is in progress.

The results of all investigations must be reported
to the administrator or his designated
representative and to other officials in accordance
with State law {including to the State survey and
certification agency} within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and review of
the facility’s investigations and abuse procedures,
it was determined the facility failed to ensure
allegations of resident abuse, neglect, including
injuries of unknown source, and misappropriation
of resident property were reported immediately fo
the State Survey Agency and other officials in
accordance with state law for six of fifteen
sampled residents (Residenis #1, #5, #6, #7, #9,
and #11) and one unsampled resident {(Resident
B}. The facility failed to ensure all allegations
were investigated by ensuring all witnesses and
potential witnesses were interviewed, physical
assessmenis were completed when indicated,
and record reviews were completed when
indicated, etc. In addition, the facility failed to

RSD #1

IAllegation: Mental Abuse, Original Date:
6/6/2013, Re-opened date: 10/13/13, Date
reported 10/13/13, completed Date:
rl 0/17/13: (RSD #1) had inappropriate
comments wiitten on brief; (employee) was
Euspended by DON. An investigation was
ompleted by the use of interviews with
ttaff working at the time of incident as well
s residents residing on the same unit, A
head to toe assessment was completed on
this resident by the DON, there were no
bruising, skin tears or other evidence of
Li:nj ury found. Conclusion: It was found
through interviews with stafT, the message
vritten on the brief was not intended for the
resident. It was intended for another
employee in a playful manner that would be
Ichecking the residents brief on next round.
nsubstantiated and re-educated (was placed on
olow-up Nursing/Facility Staff Performance
rogram, in which an a staff member is given
pecific goals related identified issues or
potential issues to be reached and maintained
hroughout the program and is monitored daily
while at work by Dircet Nursing Staff and
Supervisors and meets weekly with DON

v

F 225 Continued NEXT PAGE...
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ensure residents were protected from further
polential abuse during the investigation.

The facility had decumnented 185
Grievance/Complaint Reports since the last
standard survey conducted on 09/11/12. ftwas
determined at least eight of these reports were
allegations of abuse/neglect and eight were
allegations of misappropriation. However, the
facility failed to report these allegations of abuse
and misappropriation fo the appropriate state
agencies, failed to protect residents from further
potential abuse during the investigations of these
allegations, and failed to ensure the facility's
investigation included witness and potential
witness Interviews, physical assessments when
indicated, and record reviews, efc. The facility
failed 1o ensure the implementation of policies
and procedures to protect residents after
altegations of abuse, neglect, exploitation, and
misappropriation of resident personal property
were reported and investigated.

On 09/25/13, Resident #7 reported a nurse aide
was rough with him/her during care and had
Yerked" his/her arm and [eg on 09/24/13. In
addition, Resident #7 reported a night shift aide
was "mean” to him/er on 09/11/13. However,
the facility failed to report the allegations to the
appropriate state agencies, falled to assess the
resident for injury, and failed to protect residents
from further potential abuse during the
investigation of the allegations. In addition, six
additional reports of alleged abuse, neglect, and
exploitation were identified: Resident #9 reported
staff refused to toilet him/her timely and reported
he/she was "squeezed"” when being fransferred
by facility staff; staff reported inappropriate
markings were discovered on Resident #1's brief;

ADON for one month for any reoccurrences of
complaints or infractions and quality of care
being rendered) (See Exhibit #11, Follow-up
ursing/Facility Staff Performance Program
olicy and Form)

SD #5

llegation: Physical Abuse, Original Date:

/9/2013, Re-opened date: 10/13/13, Date
reported 10/13/13, completed Date: 10/17/13:
RSD #5 states that (SRNA) pushed her, RSD
totected, an investigation was conducted by
se of interview with SRNA and {Resident #5)
s well as interviews with other staff and
residents on the same unit. A head to toe
ssessment was performed on RSD #5 that
revealed no signs or symptoms of abuse were
present, including but not limited to bruising, or
kin tears, Conclusion: Resident is care
planned for non compliance of care; this
tjncludes the use of Medicat Bi PAP Machine, A

etermination was made that SRNA (employee)
Elssisted RSD #5 down in the wheelchair to keep
her from falling. The resident was exhibiting
signs of extreme confusion and lethargy

F 226 Continued next page...
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Resident #5 alleged staff "pushed" him/fher in the Secondary (o refusal to wear a Bi Pap Machine,
back; staff failed to administer medication as

reported for Resident #6; and staff failed to
provide appropriate care during mealtime
involving Resident B. {n addition, the facility failed
to report eight allegations of residents' missing
monies {Residents #9, #11, D, E, F, and G) and
failed to investigate the allegations by not
interviewing the residents and staff caring for the
residents involved,

The facility's failure o immediately repori all
allegations of abuse, neglect, exploitation, and
misappropriation of resident property, faiture to
protect residents during the course of an
investigation of abuse, and failure to investigate
an allegation of abuse caused, or was likely to
cause, serious injury, harm, impairment, or death
to residents in the facility. Immediate Jeopardy
with Substandard Quality of Care was determined
to exist on 09/25/13 at 42 CFR 483,13 Resident
Behavior and Facility Practices and 42 CFR
483.75 Administration. The facility was notified of
the Immediate Jeopardy on 10711713,

An acceplable Allegatfon of Compliance (AOC)
was received on 10/22/13, which afleged removal
of Immediate Jeopardy on 10/22/13. The State
Survey Agency determined the Immediate
Jeopardy was removed on 10/22/13, which
lowered the scope and severity to "D" while the
facility monitors the effectiveness of systemic
changes and qualily assurance activities.

The findings include:
Review of the facility's policy, "Abuse," {revised

01/23/13) revealed facility staff was to
immediately repori any incident of cbserved or

leepiness, and 1o be slow moving. SRNA stated
that she felt RSD #5 was going to fall over her
lbedsicle table so she (SRNA) sat her in the
wheelchair o keep her from falling. SRNA is no
longer employed with the facility. This was on
going and completed on October 17, 2013.
IAppropriate state agencies were immediately
notified.

Fotentia]iy causing Resident #5 confusion,

RSD #6
A llegation: Weglect, Original Date: 8/29/2013,
Re-opened date: 10/13/13, Date reported
10/13/13, completed Date: 10/17/13: Resident
E;amily stated RSD #6 did not receive his 1400
ose of Risperadol. An immediate head to foe
.assessmem was completed; a thorough
linvesﬁgation was performed by interviewing all
the nurses thaf had provided care to this resident
nd dispensed medications from the residents
art, a completc count of the Risperadot was
performed. The count of the drug was correct,
he MAR revcaled that the Risperado! was given
and signed out on the MAR. An interview with
the RN revealed that the medication was given
Iper physician orders. The resident had not had
an increase in behaviors or agitation,

I"-225 Continued next page...
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suspected abuse, neglect, or misappropriation of
resident property to the Charge Nurse afler
rermnoving the resident from harm. If an employee
was suspecied of abuse, he/she would be sent
home pending an investigation. Further review of
the facility's policy revealed the Charge Nurse
would immediately report the allegation to the
facility's Social Services Direclor (SSD),
Administrator, and the Director of Nursing (DON).
The resident would then be examined by the
Charge Nurse. The SSD and DON would
immediately initiate an "Abuse Incident Report"
and start the investigation. During the
investigation process the involved staff member
would be reassigned or suspended, at the
discretion of the DON or Administrator. The
policy also revealed the SSD would immediately
notify the Department for Community Based
Services (DCBS) and the Office of Inspector
General (OIG). in addition, the SSD was
responsible to collect all information and
documentation of the alleged abuse and fax to
DCBS and OIG within five working days after
receipt of the allegation.

1a. Review of the medical record revealed the
facility admitted Resident #7 on 12/07/12 with
diagnoses that included Bipolar Digorder, Joint
Pain, General Muscie Weakness, Depression,
and Anxiety. Review of the Quarterly Minimum
Data Set (MDS) assessment dated 08/04/13,
revealed the facilily assessed the resident to have
a Brief interview for Mentaf Status (BIMS) score
of 15 which indicated hefshe was interviewable.

Review of a Grievance/Complaint Report
revealed on 09/25/13, Resident #7 reported to
Licensed Practical Nurse (LPN} #2 that a night

shift Certified Nursing Assistant (CNA) was very

RSD #7

Aliegation: Physical Abuse Original Date:
9/25/2013, Re-opened date: 10/13/13, Date
reported 10/13/13, completed Date; 10/17/13;
RSD #7 alleged that an aide was rough with
care, In an interview with the roommate and
|resident it was affeged that CNA#4 instructed
hem {Residents) not to ring the call light as

| ell. {This complaint was re-opened October

1, 2013. An investigation was completed with
interviews of residents and staff) the CNA #4
'{employee) was suspended by DON an
investigation was completed, as well as, a
!physical assessment of resident was performed
[by DON and no injuries were noted such as
ruising, skin tears, abrasions etc. Conclusion:
tatements were taken from other residents
nd employees.

|Upcon further questioning of other residents,
one other resident voiced complaint related to
the roughness in care provided by CNA#4 and
Resident #7. The complaint from Resident #7
LNas investigated thoroughly, reported in a
}timely manner additional questioning of
Esident #7 she states that CNA #4 was only

ough with her that one time stating that she
l as in a hurry to put my night gown on, rsd #7
Etates that employee has never been rough
ith her before and has not been rough since
Ilthen. Rsd #7 states that she really likes the
CNA #4 and does not mind that she takes care

of her

F-225 Continued next page...
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rough when she provided his/her evening care on
09/24/13 and "jerked" the resident's arm and leg.
Further review revealed the facility interviewed
Resident #7 on 09/25/13 and the resident
reported that a "red-headed girl, who wore her
hair on top of her head” came into his/her room to
get him/her ready for bed, and jerked hisfher arm
and leg while using the "Hoyer" lift (mechanical
lift) by herself to put the resident into bed.
Resident #7 reported the CNA stated, "I'min a
hurry and have other people to do and have to
get out of here," and began "jerking” on him/her
while she removed the resident's gown. Resident
#7 stated the CNA hurt his/her arm and that
hefshe asked the CNA not fo "be so rough and
hateful," and began to cry. According to
documentation on the Comptaint/Grievance
Repon, the resident also reported to the facility
that he/she felt like the CNA was trying to
"mistreat” him/her. Further review of the report
revealed the facility identified the "red-headed
girl" as CNA#4. The facility had nof removed the
CNA from direct care during the course of the
investigation. Based on a review of the
Grievance/Complaint Report, the facility faited to
conduct a physical assessment of the resident
after the allegation was reported. Continued
review of the report revealed the facilily had not
reported the allegation to the appropriate state
agencies and had not taken measures to ensure
residents, including Resident #7, were protected
from further poltential abuse while an investigation
of the allegation was conducted.

Resident #7 confirmed in interview conducted on
10/12/13, at 6:30 PM that he/she had reported to
LPN #2 on 09/25/13 that a stafi member was
"very rough” and had jerked on his/her "arm and
leg" when she assisted the resident to change

Additional questioning took place with the
roommate; she states that CNA #4 pulled rsd
7’s crippled leg and that rsd #7 told her about
it, roommate states that SRNA immediately
pologized stating that she did not mean to pull
er leg. Roommate states that SRNA has never
een rough with her and she has never seen her
H)e rough with any other resident, and that she
likes SRINA. SRNA instructed those (Residents)
not to ring the call light as well. (This complaint
lvas re-opened October 21, 2013, A thorough
ﬂm’estigation was completed with interviews of
residents and staft). Upon further investigation
with (Resident #7) it was determined that
Employce) stated *Do not put the call light on™,
RSD #7 also stated that she was unsure as fo
vhy (Employee) made that statement. Upon
interviewing roommate she stated that
Employee) stated “Don’t put your calt light on”
voommate stated that CNA #4 stated this as she
was leaving the room both residents is unsurc as
to why the statement was made by (Employee).
taff that worked with CNA #4 was interviewed
to determine if they knew that CNA #4 would
itell residents not to put on the call light, Staff
Ftatements reflect that they had never witnessed
CNA #td speaking in that manner to any resident
t)r asking them not to put on their call lights.
Enterviews with other residents revealed that
hey had never been told to not put on their call
lights by CNA #4.

F-225 Continued next page...
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hismer clothing and assist him/her fo bed.
Resident #7 said that hefshe could not recall the
staff person's name but had told LPN #2 that it
was a "red-headed girl" who worked "night shift"
and wore her hair "on top of her head."

interview with CNA #4 on 10/12/13, at 2:30 PM,
revealed she worked the night shift on 09/24/13
and had provided care for Resident #7. CNA #4
acknowledged she was in a hurry and had
changed Resident #7's clothing prior to using the
Hoyer lift, alone, to transfer the resident to the
bed. According to CNA #4, Resident #7 thought
he/she was going to fall during the transfer and
the CNA had assured the resident thaf she
wouldn't let him/her fall. CNA #4 went on to say
that she was never aware or informed by the
facility's DON or Administrator that there had
been an allegation of abuse against her regarding
the care provided to Resident #7 on 09/24/13.

interview with the facility's SSD on 10/12/13, at
4:10 PM, revealed Resident #7's allegation was
reported to the DON on the morning of 09/25/13
{time unknown}. The SSD went ¢n to say that the
DON informed her that she would look at the
statement from CNA #4 and determine later what
action to take. The SSD stated she felt like the
resident’s report was an allegation of abuse and
"{ felt | should have called it in but | don't have the
authority. It has always been the Administrator's
final decision fo call it in.”

During the interview with the DON on 10/1213, at
2:45 PM, she indicated she felt the allegation was
not abuse, and stated, "l felt like it was more of a
complaint." The DON went on to say that she
thought Resident #7 felt like he/she was being
rushed during evening care. The DON said that

F-225 Continued..,
F 225
It was determined that CNA #4 had
established a pattern of complaints and
|review of past counseling’s related to not
following care plans, such as resident to be
transferred by two person assist with the
use of Hoyer lift, it was determined that
the potential for abuse and neglect was
present if she remained in the facility. A
proactive approach was taken in this
allegation to terminate the employee
Epreventing any potential abuse, neglect,
axploitation or misappropriation from this
ndividual in the future, (Substantiated,
Employee Terminated 10/21/2013).

RSD #9

llegation: Neglect, Original Date:
6/13/2013, Re-opened date: 10/13/13, Date

eported 10/13/13, completed Date:
10/17/13: (RSD #9) states that (employee)
refused to take her to the bathroom,
gemployee was suspended and a thorough
investigation was completed. Conclusion:
}Additionat investigation revealed that
{Employee) did not refuse to take resident
lto the toilet as evident by interviews with
ls.taff members that were present at the time
and residents roommate and residents that

lived on the same unit as RSD #9,

F-225 Continued next page...
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she put CNA#4 on another wing "due to thinking
it was a personality conflict.” Furlher interview
with the DON revealed that CNA #4 was never
suspended or removed from direct care of the
residents at the facility.

interview with the Administrator on 10/12/13, at
2:40 PM, revealed the incident dated 09/25/13
related to Resident #7 was reviewed in the
Interdisciplinary Team {IDT) meefing and the
team had viewed the report as a complaint and
not an allegation of abuse. The facility
Interdisciplinary Team {IDT) which included the
following staff: Administrator; Director of Nursing;
Assistant Director of Nursing; Staff Development
Nurse:; Social Services Director; Minimum Data
Sets Nurse; Director of Finantce; Medical Records
Director; Managing Partner; Director of Dietary;
Housekeeping Director; Director of Maintenance;
Unit Coordinator Nurse; Nurse Supervisor and
Restorative Program Nurse, The Administrator
said that no injury occurred to Resident #7 and
therefore he did not feel Resident #7, or other
residents in the facility, needed to be protected.
The Administrator also stated the IDT had
decided not to report the incident to the state
agencies.

1b. Review of a Grievance/Complaint Report
dated 09/11/13, revealed an allegation of possible
abuse was reported to the SSD by Resident #7
on 09/11/13. According to the report, Resident #7
alteged that a CNA on the night shift on 09/10/13
was mean to him/her and had not placed the
resident's leg on a pilow or administered the
resident's pain medication when requested; and
staff had also complained thaf he/she had rang
hisfher call bell every two to three minutes.
Review of the report revealed Resident #7's

RSD #9: Allegation: Physical Abuse,
briginal Date: 06/05/2013, Re-opened date:
10/13/13, Date reported 10/13/13,
completed Date: 10/17/13: {RSD #9) states
that a big girl squeezed her. SRNA was
suspended by DON and an investigation

as conducted which included interviews
I\n\tith Staff that were present and residents
on the same unit. A physical assessment
%{Nas conducted, that revealed no bruising,
skin tears or any other signs of abuse.
;onclusion: Determination made that

ccused SRNA did not squeeze (Resident)
after interview with SRNA and (Resident).
l(Resident) stated that she simply did not
ike the way she was transferred that time.

oted, (Resident) has diagnosis of severe
Fleumaloid arthritis and continuous
generalized pain of entire body. in addition
I’to: Obsessive Compulsive Disorder,
Depression and Anxiety requiring mild and

1

Eoft transfers. Allegation was

nsubstantiated; SRNA was re-educated on
roper transferring techniques with this
esident). SRNA was able to demonstrate
ow transfer took place, it was noted that
transfer was not according to facility policy.
Employee did not utilize a gait belt as
tequired with RSD #9. She was immediately
irected on how to appropriately fransfer

this resident by the DON,

|

F-225 Continued next page.
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roommate was also interviewed and reported that Has diagnosis of severe rheumatoid arthritis
the CNA had "jumped" onto them for "ringing the and continuous generalized pain of entire
call bell." Resident#7 and hisfher roommate ody In addition to: Obsessive Compulsive

were unable to identify the perpefrator. Further
review of the facility's Grievance/Complaint
Report revealed the SSD had obtained witness

Disorder, Depression and Anxiety RSD #9,
as refated fo her diagnosis of Obsessive

statements from Resident #7, the resident's Compulsive Disorder wants to be toileted
roommate, and staff members that had worked every 15-30 minutes. She was placed on a
on the night shift on 09/10/13 on the hall of Bowel and Bladder Plan by her Physician
Resident #7. The report revealed the SSD had with interventions including; toifet every 2
also inferviewed other reSIden.ts on 09/ 11/13 that hours at specific imes. (Employee) was
were on the same hall as Resident #7 for any c‘ llowing the ol f  forth by th
issues/concerns of abuse/neglect and found no ° ov:rlr?g eplano care' setto y the .
complaints of abuse or neglect. Review of the |P hysician, and encouraging RSD #39 to wait
Grievance/Complaint Report revealed no until the set time to go. The bowel and
documented evidence the facility conducted bladder plan has been care planned and

further investigation to include physical discussed many times with RSD #9. She is

agsessment of possible injuries to the resident lin agreement with the plan. She still

and no evidence the allegation was reported fo | . .
the appropriale state agencles. continues to ask to go the toitet every 15-30

minutes. Staff continues to re-educate her

Interview with Resident #7 on 10/13/13, at 10:58 ona daity basis as to her ptanned program
AM revealed he/she couldn't recall much about set forth by her physician. Note: (Resident)
the incident dated 09/11/13, buf stated a CNA had has been on the scheduled Bowel and
asked him/her if he/she thought "it's funny ringing Bladder Program since 1/18/2013. The

the calibell all night. Allegation was Unsubstantiated,
Interview with the SSD on 10/13/13, at 10:05 AM, (Employee) was re-educated as to
revealed she initiated a Grievance/Complaint : |(R93idem) specific Bowel and Bladder
Report on 09/11/13 that she received from Program and proper toileting techniques.
housekeeping staff on 09/11/13 and had cbtained
a statement from Resident #7. The SSD stated
she also interviewed six other residents on the
same hall as Resident #7 and had not received
complaints related to not receiving medication or
care needs not met on the night of 09/10/13. The F-225 Continued next page...
SSD stated that after she talked with Resident #7
she felt like this wasn't abuse or neglect and
didn't feel it should be reported to the state
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agencies. The SSD stated she nofified the DON RSD “B"
of the complaint on 09/11/13.
‘Altegations: Neglect, Original

Interview with the DON on 10/13/13, at 1:00 PM
revealed she reviewed the staffing schedule to
determine who had worked on 09/10/13 and had
provided care to Resident #7. According to the
DON, she talked with the staff that had provided
care to the resident on that date and there were
no concermns identified or reported. In addition,
the DON stated that based on review of the
Medication Administration Record (MAR),
Resident #7 had received his/her pain
medications as prescribed. The DON stated after
interviews with staff and review of Resident #7's
MAR, it was determined the resident had not
experienced an "injury" and that "abuse or
neglect" had not occusred.

Interview with the Administrator on 10/13/13, at
2:58 PM revealed he could not recall the date he
was informed of Resident #7's altegation related
to the care he/she received on 09/11/13. He
stated he had probably been informed in one of
the IDT meetings. The Administrator stated
facility staff had not followed facility policy related
to the investigation of Resident #7's complains,
However, the Administrator stated, after a
discussion of the allegation by the IDT he agreed
with the findings.

2a, Review of the medical record revealed the
facility admitted Resident #9 on 01/29/09 with
diagnoses that included Obsessive Compulsive
Disorder, Depression, Anxiety, Osteoporosis, and
Gastritis.

Review of a Grievance/Complaint Report dated
08/131 3, revealed Resident #9 reported "a big

Date:9/25/2013, Re-opened date:
11 0/13/13,Date reported 10/13/13,
Fompleted Date: 10/17/13: A visitor
alleges that (RSD “B") was choking and
coughing in the dining room, they state the
Eaide did nothing for him and wiped hig

outh "hard® (employee) was suspended
and a thorough investigation was completed

y interviewing staff that were present
during meal time as well as other residents
that were present. A physical assessment
Lvas completed and no adverse affects were
boted, fungs were clear, afebrile, vital signs
% ere normal and resident was in no
distress. Conclusion: RSD has worked with
:Speech Therapy and has had a five {5)
| odified Barium Swallow studies from
672012 to 5/2013. The physician is aware
land has declined the use of a feeding tube.

he RSD is care planned for choking and
coughing episodes during meals. Staff is
|e-ducalted to stop feeding and allow him to
tCough and Clear” while being monitored

y the feeding staff during these episodes.
Unsubstantiated and re-educated as to

roper feeding techniques and the potential
for this resident to agpirate during feeding

Fnd when to alert nursing staff {o potential
laspiration.

F-225 Continued next page...
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guy" on the night shift refused to take the resident The facility replaced Residents Monies missing

io .the bathroom. The residen‘t reported the guy féungﬁ:mggt rg;g??;g #gﬁ1i?ggetgsE\:‘r:r’ea"d

Ea't?w he wobul? rfetum to la':e hirgfher fo the interviewed by the Director of Social Services,
atnroom but he never returned. to determine events surrounding the missing

monies. Residents that live on the same units

Review of a Quarterly Minimum Data Set {MDS) aside from the RSDs listed above were
assessment dated 07/25/13, revealed the facility interviewed. Residents were also interviewed af
assessed Resident#9 to be aler!, oriented, had the time the monies went missing and there
¢lear speech, could make needs known, and had was no evidence found to imply that

a Brief Interview for Mental Status (BIMS) score ir‘ppropriety had OCCUFf?d OiPET than the

of 14, which indicated he/she was interviewable. disappearance of monies without reason or

trace, the facility had replaced the monies. The
policy of the facility is that residents are
encouraged not {o keep money on their person
and io have the business office keep their

The facility assessed the resident to require the
assistance of iwo staff persons with transfers.

Interview with Resident #9 at 9:45 PM on money in the safe and they could get it at any
10/13/13, revealed a big guy told the resident that time during the week or weekend. RSD #9
hefshe would have to wait "30 minutes” before he reported $5.00 was missing on 11/05/12

could take him/her to the bathroom. The resident interviews of staff and other residents did not
stated, "It hurt my feelings"“ when the guy told reveal any information, money was replaced by
him/her that he/she would have to wait to go to facility, no evidence of anyone haven it taken
the bathroom. The resident further stated it was determined. Resident #11 reported $5.00

was missing from hisfher chest at the resident's
bedside on 11/20/12, interviews with siaff and
other residents did not reveat any information,
money was replaced by facilily, no evidence of

"made me feel like a thing instead of a person.”

Interview with the 8SD at 11:00 AM on 10/13/13,

revealed staff reported to her Resident #9 anyone haven it taken was determined. On
complained that a "big guy” on the night shift 11/01/42, Resident D reported to the SSD
refused to take him/her {o the bathroom. The hefshe was missing $4.36, inlerviews with staff
allegation was discussed in the 1DT meeting and and other residents on the unit did not reveal

it was determined the DON would obtain a any information, money was replaced by
statement from the alleged perpetrator, and the facility, no evidence of anyone haven it taken

was determined. Resident E reported he/she
had $30.00 missing since 11/04/12, interviews

with staff and other residents on the unif did not
dated 06/20/13 revealed abuse, neglect, and reveal any information. , money was replaced

exploitation were not specified as topics covered by facility, no evidence of anyone haven it
in the in-service. taken was detemined.

facility would provide in-service training to staff on
06/20/13. However, review of the in-service

Interview with the DON at 1:20 PM on 10/13/13, F 225 Continued next page...
revealed she made the decision to not suspend
the alleged perpetrator because she did not feel
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the employee abused/neglected Resident #9.
The DON stated she did not feel there was any
need to protect the resident because she did not
feel abusefeglect had occurred. The DON
acknowledged the facility had only obtained a
statement from the afleged perpetrator and that
the facility had not reported the allegation to the
stafe agencies.

Interview with the Administrator at 2:00 PM on
10/13/13, revealed the allegation was discussed
in the IDT meeting. The IDT determined the
allegation was not abuse/neglect and that the
allegation was not reportable.

2b. Continued review of Grievance/Complaint
Reports revealed a report dated 06/05/13, which
revealed Resident #9 reported on 06/05/13, that a
staff member transferred him/her on the second
shift from the wheelchair to the commode by
herself, squeezed the resident's ribs, and hurt
histher leg.

Resident #9 stated in interview at 9:45 AM on
10/13/13, that the girl did not mean fo hurt
him/er. The resident stated it was the giri's first
time caring for him/her, and the girt did not know
she needed another staff person to assist with
transferring the resident. The resident further
stated he/she felt the giri needed more training
prior to caring for him/her.

Interview with the SSD at 5:50 PM on 10/12/13
revealed staff reported to her on 06/05/13 that
Resident #3 had complained that "a big giri" on
the second shift {06/04/13} had transferred the
resident by herself, squeezed the resident's ribs,
and hurt his/her leg. The SSD stated after she
interviewed the resident and met with the IDT; it

onies were replaced by facilily for residents F
Iand G as well, interviews with staff working at
time the monies went missing and ofher
esidents did not reveal any information no
avidence of anyone haven i taken was

determined.

2. The facifity through interviews with all
residents performed by DSS, MDSN, DON,
MRN, Restorative Nurse and physicai
assessments performed on afl residents in the|
facility by the Director of Nursing. There were
five (5) allegations of abuse (1. Rough care in
the past, 2.fearful of nurse, 3, RSD-RSD
doesn’t treat me with respect 4. Fearful of
minister 5. Rough care provided), six (6)
Misappropriations (1. Missing wafch 2.
Missing necktace 3. Missing blanket 4,
Missing clothes 5. Picture taken from rcom 6.
Missing shirt}, Two (2} neglect altegations (1.
SRNA refused to {ake rsd to bathroom, 2.
RSD states did not receive shower), issues
that was defermined fo exist. Each resident
was protected, any potential perpetrators were,
removed from the resident care area, each
resident was physically assessed from head
to toe immediately, all appropriate state
agencies were nolified immediately and each
case was investigated by use of interviews
with staff, Residents, family members and
other persons as needed.

3.Systemic changes such as; Quality
Assurance/Risk Management Policy was
updated October 13, 2013 to include
specific oversight of Abuse, Neglect,
Misappropriation oversight and input from
Medical Director.{See Exhibit # 10:
Quality Assurance Policy).

IF-225 Continued on next page...
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was determined the allegation was not
abuse/neglect.

Interview with the DON at 9:35 AM on 10/13/13
revealed she made the decision not to suspend
the alleged perpetrator after Resident #9 made
the allegation that the employee squeezed the
resident’s ribs and hurt his/her leg. The DON
stated she did not feel the employee intentionally
abused/neglected Resident#9. The DON stated
she felt the employee "just" needed more training.
According to the DON, Resident #9 had voiced
the need for the employee (alleged pemetrator) to
receive training on resident transfers because the
nurse aide was a newly hired employee. The
DON was unable to locate documented evidence
that the facility's investigation included interviews
with the witnesses and potential witnesses of the
alleged incident and the investigation did not
include a physical assessment of Resident #9.
The allegation was not reported {o any state
agency.

Interview with the Administrator at 2.00 PM on
10/13/13, revealed the allegation was discussed
in the IDT meeting and the IDT did not view the
allegation as abuse/neglect. As a result of the
IDT's decision, the facility did not investigate the
incident and did not report the allegation to the
state agencies.

3. Review of the medical record revealed the
facilily admitted Resident #1 on 06/14/08, with
diagnoses which included Cerebrovascular
Accident, Dementia, Hypertension, Aphasia, and
Seizure Disorder.

Review of a Quarterly Minimum Data Set (MDS)
assessment dated 10/03/13, revealed the facility

£-225 Continued ...
F 225
in-servicefre-education training
i:mplementation began for 100% of
mployees, specifically including
dministrator, DON and Social Services
iDirector, immediately on October 10, 2013
t:y SDN, when the discovery was made and
he potential for systemic failure was
}identified. {See Exhibit #2: Resident
buse Training Materials F-225/F-226,
buse Policy revision date 10/10/2013
nd attendance records). The in-services,
ducation and policy changes were
‘Fompleted on QOctober 12, 2013 through
ne on one training with every employee by
taff Development Nurse {See Exhibit # 4:
Abuse Training Verification Log). No
employee was/will be allowed to work until
completion of training {if on Leave or
Vacation training with validation of
competency will be completed before
allowing retumn).

F-225 continued next page ...
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assessed Resident #1's cognition to be severely
impaired with a Brief interview for Mental Status
(BIMS) score of 3, indicating the resident was not
interviewable.

Review of a Grievance/Complaint Report dated
06/05/13, revealed staff reported o the facifity's
Social Services Director (SSD) they had observed
a notation ("you smell iike poop"} written on
Resident #1's adult incontinence brief. Further
review of the Grievance/Complaint Form revealed
the facility failed to investigate the allegation or
obtain any statements from any witnesses,

The §8D confirned in an interview conducted on
10/12/13 at 4:30 PM that first shift staff reported
fo her they had observed the notation ("you smell
fike poop") on Resident #1's adult Incontinence
brief at the beginning of their shift. The SSD
stated hefshe addressed the alleged complaintin
the Interdisciplinary Team {IDT) meeting on the
morning of 06/05/13. The SSD stated the IDT
determined the alfegation was not considered to
be a form of abuse/neglect.

Interview with the Director of Nursing (DON} at
6:25 PM on 10/12/13 revealed the IDT had
determined the notation on Resident #1's brief
was not abuse or neglect of Resident#1. The
DON stated that based on the resident's impaired
cognition, the IDT determined the resident was
unaware of the notation written on his/her brief
and that the staff member had intended for her
co-worker {o find the writing on the resident's
brief. The DON stated he/she suspended the
staff member who had written the note on the
resident's brief for one day due to the employee's
inappropriate behavior; and the coworker of the
employee who wrote the note was given a verbal

4,

. andl residents, head to toe physical
. assessments, record reviews, residents are

F-225 Continued next page...

An Abuse/Complaint assessment tool was
developed and impiemented on October 11,
2013, (See Exhibit # 1; Abuse/Complaint
Assessmeént Tool). All alert and oriented
residents were interviewed by DON, SSD,
MDSN, UCN, SDC and MRD for any
statements/evidence of suspected abuse,
concerns, neglect, exploitation or
misappropriation. In order to ensure all
violations involving mistreatment, abuse,
neglect or misappropriation of resident
funds or property are, investigated
thoroughly through interviews with staff

protected and allegations are reported
timely to state agencies, the Director of
Nursing {DON), Assistant Director of
Nursing (ADON), Staff Development
Nurse(SDC), Social Services
Director{SSD), Minimum Data Sets
Nurse(MDSN), Unit Coordinator Nurse
(UCN}, Nurse Supervisor{NS) or designee
will audit by utilizing Abuse/Complaint
Assessment Tool daily x 1 week, then
weekly x 4 weeks, then monthly x T month,
longer if 100% compliance of process is
not achieved. Beginning Oclober 11, 2013,
The Assessment Tool will be utilized on
wockends as well. The weekend
completion will be performed by the NS. Tf]
NS is unavailable then the DON, ADON,
MDSN or SDC will be responsible to earry
out this task,

FORM CMS-2567(02-99) Pravicus Varsions Obsclete

Event ID:KC1F11

Fadifity ID. 100325

If continuation sheet Page 15 0f 77




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 121072013
FORM APPROVED
OMEB NO. 6938-0391

STATEMENT QF DEFICIENGIES (X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:
185267

{X2y MULTIPLE CONSTRUCTION (X3) DATE SURVEY
A. BUILDING COMPLETED
B NG 10/23/2013

NAME OF PROVIDER CR SUPPLIER

CEDARS OF LEBANON NURSING CENTER

STREETADDRESS, CITY, STATE, ZIP CODE
337 SOUTH HARRISON STREET

LEBANON, KY 40033
(%4} 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION (EACH o8}
PREFIX (EACH DEFICIENCY MUST 8E PRECEDED BY FULL PREFIX CORRECTIVE ACTION SHOULD BE CROS5- COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG REFERENCED TQ THE APPRQPRIATE DATE
DEFICIENCY)
F-225 continued ...
F 225 | Continued From page 15 F 225

warning for the incident. The DON was unable to
locate any written statements from any witnesses
or from the two staff members involved in the
incident. The DON stated the 1DT determined the
incident was nof abuse and/or neglect because
the note was not directed toward the resident and
the two employees had already left the facility for
the day. The DON acknowledged the facility had
not investigated the incident any further and had
not reported the incident to the appropriate state
agencies.

Interview with the Administrator at 2:00 PM on
10113413 revealed the IDT determined this
aflegation was not abuse and/or neglect.
Therefore, the Administrator stated the IDT felt no
harm had cccurred to the resident, and there was
no reason to investigate the incident any further
or report to the appropriate state agencies.

4. Review of the medical record revealed the
facility admitted Resident #5 on 11/15/12 with
diagnoses that included Bipolar Disorder, Manic,
Psychosis, Senile Dementia, and Depression.

Review of a Grievance/Complaint Report revealed
an allegation of possible abuse was reported by
Licensed Practical Nurse #7 to the Social Services
Director {SSD} on 04/09/13. According to the
report, Resident #5 reported a nurse aide
"pushed" him/her in the back when care was
provided on 04/09/13. Furlher review of the
investigation revealed a witness statement was
cbtained from the alleged perpetrator {CNA

#12) and Resideni#5. In addition, the resident’s
roommate was also interviewed and reported
he/she had not witnessed anything "out of the
way." The investigation noted the alleged
perpetrator would be moved to another area of

Daily oversight by the Administrator wilt be
})rovided, including weekends, by
discussion and/or reviewing and initialing
the audits after review to ensure residents
tvere protected, reporting was timely and
the investigations were thorough through
interviews with staff and residents, physical

l

he
|

erformed which includes through interviews

ith staff and residents, head to toe physical
%ssessments and record reviews, any alleged

buse, neglect; misappropriation of funds
identified will be investigated in a fimely

lof

| m

ddition, the Managing Partner will review
twice weekly with the Administrator in an
}nformal format to ensure that allegations
are reported timely, residents are profected,
eceive appropriate assessments,
erpetrators are suspended or terminated
End a thorough investigations are being

manner to ensure the resident’s safety with
an assessment for any physical or
lpsychcusociau issues. Immediate suspension
%tate agencies will be completed

SDC, Administrator, NS or UCN.,

F-225 continued next page...

ad to toe assessments, record reviews. In

staff involved and timely notification of

mediately, by SSD, DON, ADON, MDSN,
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the facility to continue working. Continued review The DSS, DON, Administrator, ADON, MDSN
of the investigation report revealed no evidence or NS will conduct an abuse monitor, (See

the facility conducted further investigation to
include a physical assessment for possible injury
to the resident and no evidence the allegation
was reporied to the state agencies.

Review of the Quarterly Minimum Data Set (MDS)
assessment dated 08/29/13, revealed the facility
assessed Resident #5 to have a Brief Interview
for Mental Status (BIMS) score of 11, which
indicated the resident was alert and interviewable,
Interview conducted with Resident

#5 on 10/13/13, at 2:30 PM, revealed he/she
could nof recall the alleged incident. Resident #5
stated hefshe had no problems with staff
treatment related to abuse.

Interview with LPN #7 conducted on 10/13/13, at
4:25 PM, revealed the alleged perpetrator (CNA
#12) reported the incident to her on 04/09/13.
LPN #7 stated the nurse aide denied the
allegation and was reassigned to another haliway
to comptete her shift. LPN #7 stated she had
been trained to protect the resident and to send
the alteged perpetrator home when an allegation
of abuse was reporied. The LPN stated she
notified the SSD of the allegation, but coutd not
recall who directed her to reassign the nurse aide
to another area of the building.

Interview conducted with the SSD on 10/13/13, at
9:35 AM, revealed she went to the facility on
04/09/13 after Licensed Practical Nurse {LPN) #7
called her at horne to report the alleged incident.
The SSD stated she immediately initiated an
investigation and talked with Resident #5. The
SSD stated the alleged perpetrator (CNA #12)
had been moved to another hall {o work by the

Exhibit # 7: Village of Lebanon, LLC Abuse
Monitor), weekly x 4 weeks, then every
|mc.nih for three months, then quarteriy
lthereaf‘ler and report to Quality Assurance
lCommittee for guidance, direction and
oversight. In Addition, The DSS, DON, ADON,
lMDSN or NS wilt complele an Allegations of
| buse, neglect or misappropriations Quality
(Rssurance Log o be reported on a daily basis
{0 the IDT Committee {(Morning Meeling) and
|Lrvill be reviewed daily by the Administrator or
designee {SDN) and Director of Nursing or
:designee (ADCNMDSN) for Tracking and
trending such as, discovery of any trends in
the report, allegations occurring on the a
'certain shift, day, night, evening, whether or
not a certain employee, event or situation had
developed a pattern that would require
|r&dditional investigation such as, interviews with
taff and residents, head to toe physical
Essessments, record reviews. In Addition, The
DSS, DON, ADON, MDSN or NS will
complete an Allegations of abuse, neglect or
isappropriations Quality Assurance Log fo
e reporled on a daily basis to the iIDT
Committee (Morning Meeting) and will be
Leuiewed dally by the Administrator or
|desigmae (SDN) and Director of Nursing or
Iclesignee (ADON/MDSNY) for Tracking and

|trending such as,

F-225 continued next page...
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time she arrived at the facility. The SSD stated
she did not obtain a withess statement from LPN
#7 when conducfing the investigation. In addition,
the SSD stated the complaini report was
reviewed during the Interdisciplinary Team (IDT})
meeting on 04/10/13. According to the SSD, the
IDT team concluded the alleged perpetrator was
attempting to prevent Resident #5 from falling at
the time of the incident, abuse had not occurred,
and therefore the allegation was not reported o
state agencies and no further investigation was
conducted. Further interview revealed the SSD
did not inform the Administrator or DON of the
allegation.

Interview with the DON on 10/13/13, at 10:50 AM,
revealed she was not aware of the allegation until
the Grievance/Complaint Report was reviewed
and discussed dusing the IDT mesting on
04/10113. The DON stated she believed LPN #7
had réassigned the alleged perpefrator to another
hall to complete the assigned shift at the time the
incident was reported. However, according fo the
DON, after the IDT meeting the alleged
perpetrator had been permitted fo return to her
regutar assignment as scheduled and no further
disciplinary action was taken. In addition, the
DON stated the allegafion had not been
considered abuse after she reviewed the alleged
perpetrator's witness statement and learned the
nurse aide was assisting the resident to prevent a
fall. The DON further sfated the allegation did not
meet the facility's criteria for abuse and no further
investigation had been conducted. In addition,
the DON stated the allegation had not been
reported to the appropriate siale agencies
because the allegation did not meet the criteria
for abuse. According to the DON, to meet the
facility's criteria for abuse, the abuse would be

...discovery of any trends in the report,
allegations occurring on the certain shiit,
day, night, evening, whether or not a certain
amployee, event or situation had developed
a pattern that would require additional

]oversight, (See Exhibit #6: Allegations of
l buse, Neglect, Misappropriations

nvestigation. This log will be turned in
monthly to the QA committee for review and

uality Assurance Log) The Abuse
eporting form was revised on October 14,
2013 by the IDT. (See Exhibit # 9: Abuse
Reporting/investigation Worksheet),
kmhich will have oversight by Assistant
'rl\dministrator and/or Administrator on a
daily basis with oversight by Medical
Director through Monthly Quality
ssurance. Quality Assurance/Risk
Management Policy was updated October
'13, 2013 to include specific oversight of
huse, Neglect, Misappropriation oversight
and input from Medical Director.(See

Exhibit # 10: Quality Assurance Policy).

11/01/2013
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Coniinued From page 18

found substantiated or found fo have occurred to
meet these criteria.

The Administrator stated in interview conducted
on 10/13/13, at 1:40 PM, he had been notified
regarding the alleged incident with Resident #5.
The Administrator stated the allegation had nof
been reported to state agencies or further
investigation conducted because the IDT decided
the nurse aide was trying to help Resident #5.
The Administrator stated he considered the
criteria for abuse would be anything that might
“inhibit the health and welfare of the resident.”

5. Review of the medical record revealed the
facility admitted Resident #6 on 08/23/13 with
diagnoses that included Subdural Hemorrhage,
Alzheimer's Disease, Dementia, Psychosis,
Agitation with Behavioral Disturbance, and
Cerebrovascular Accident.

Review of the Admission Physician's Orders,
dated 08/23/13, revealed the physician had
prescribed 0.5 milligram {mg) of Risperidone
{antipsychotic) to be administered on a daily basis
{o Resident #6.

Review of the Admission Comprehensive MDS
assessment dated 08/29/13, revealed the facility
assessed Resident #6 to have a short and
long-term memory deficit with moderately
impaired decision-making skills,

Review of the Grievance/Complaint Report dated
08/30M13, revealed on 08/30/13 the resident’s
family member alleged the resident failed to
receive Risperidone as ordered by the physician
for the "past few days.”

F 225
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Further review of the Grievance/Complaint Report
revealed (no date was indicated) Unit Supertvisor
(US) #2 spoke with the nurse, who administered
medications to Resident #6 on 08/29/13, and
verified the resident’'s medications had been
given on 0B/29/13. However, there was no
evidence the facility's investigation covered the
aliegation fo ensure that the resident's medication
had been administered as prescribed by the
physician in an effort o determine if the allegation
was substantiated.

Interview conducted with the SSD on 10/12/13, at
6.15 PM, revealed the Grievance/Complaint
Report was reviewed in the daily IDT meeting and
US #2 was assigned to verify if the resident
received the prescribed medications on 08/29/13.
The SSD stated she had not realized the
allegation was concerning more than that date
{08/29/13). As aresult, there was no
documented evidence the facility's investigation
had been completed fo ensure Resident #6 had
received medications as ordered by the
physician. In addition, the SSD stated the
allegation had not been reported fo the state
agencies.

The DON stated in interview conducted on
10/13/M13, at 10:40 AM, she had not realized the
allegation was that Resident #6 had not received
the prescribed medications for more than one day
{08/29/13). The DON confirmed no fusther
investigation had been conducted and the
allegation had not been reported fo the state
agencies.

6. Review of the medical record revealed the
facility admitted Resident B on 12/18/09 with
diagnoses which included Alzheimer's Disease,

F 225
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Dysphagia, Anxiety, and Stage lll Malignant
Neoplasm of the Prostate. Review of the Speech
Therapist's (ST's) Discharge Summary related to
the resident's dysphagia, dated 05/30/13,
revealed the resident required close monitoring of
meals and hite-size food portions alternated with
solids and liquids. The ST further noted the
resident required 1:1 assistance with meals to aid
with oral clearance. Review of the October 2013
physician's orders for Resident B revealed the
resident was to receive a regular puree diet with
honey-thickened liquids.

Review of the Annual MDS assessment dated
07/11/13, revealed the facility assessed Resident
B to have short and long-term memory
impairment with severely impaired
decision-making skills. in addition, the resident
was assessed to require extensive assistance of
one staff person for eating/drinking. Review of
the Comprehensive Care Plan dated 08/23/13,
revealed the facility addressed concerns with
Resident B's dysphagia and nutrition. Based on
the Care Plan assessment, facility staff
developed interventions to assist the resident with
meals. The identified interventions included the
implementation of a restorative feeding program
which included seiting up the resident's meal tray,
encouraging the resident fo feed himselffherself,
to feed the resident if needed, to provide cues to
chew and swallow foods, and {o report any
difficulty the resident had with
chewing/swallowing.

Review of a Grievance/Complaint Report dated
09/25/13, revealed a family member of anather
resident was in the facility's dining room during
the evening meat on 09/24/13. The report

revealed the family member reported he/she had
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observed Resident B choking while being
assisted and fed by a nurse aide, while the nurse
aide was looking at the television and was
unconcerned when the resident began
coughing/choking. The report further alleged the
nurse aide was rude and wiped the resident's
mouth "hard" and jerked the resident's bib off.

Further review of the Grievance/Complaint Repoit
revealed the facility had obtained witness
statements from the alleged perpetrator {(CNA
#8), another nurse aide, and the Restorative
Nurse. The witness statements revealed the
{hree staff members were aware of the aspiration
risks and feeding techniques for Resident B. The
witness statements also revealed Resident B
coughs easily when eating and had not exhibited
signs of choking/aspiration or acute distress
during the evening meal on 09/24/13. According
to the witness statements, CNA #8, the alfeged
perpefrator, was not rude or rough with Resident
B. However, there was no evidence the facility
suspended/removed the alleged perpetrator
during the investigation. In addition, there was no
evidence the facility's investigation included a
physical assessment of Resident B to ensure the
resident was not harmed and no evidence the
facility reported the allegation to the state
agencies,

Interview conducted with the DON on 10/13/13, at
11:05 AM, revealed the facility had not removed
the alleged perpetrator (CNA #8) from direct care
at the fime the allegation was reperted on
09/25/113. The DON stated she was familiar with
Resident B's feeding problems of frequent
coughing and aspiration risks and did not feef any
abuse had occurred with the resident. The DON

stated she beligved the family member could

F 225
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have been disturbed and hecame scared when
they observed the resident coughing and food
running out of his/her mouth. The DON stated
the concern had been discussed in the iDT
meeting and it was determined abuse andfor
neglect had not occurred, and therefore the
allegation was notreported.

The Administrator stated in interview conducted
on 10/13/13, at 1:40 P, he believed the report
had heen discussed during the IDT meeting on
09/25/13. The Administrator stated he was
familiar with Resident B's feeding/aspiration risks
and that the complainant could have perceived
the incident as inappropriate. The Administrator
stated he agreed with the decision made by the
DON and the IDT team nof to remove the alleged
perpetrator {CNA #8) from direct care, and the
incident did not meet the criteria to report fo the
state agencies.

7. Further review of the Grievance/Complaint
Reports revealed eight additional reports refated
to missing monies had been reported to the
facility {(Residents #9, #11, D, E, F, and G}.

On 11/01/12, Resident D reported to the SSD
he/she was missing $4.36. The resident alleged
the money had been missing since 10/31/12. On
11/05/12, Resident E reported he/she had $30.00
missing since 11/04/12. Resident#9 reported
$5.00 was missing on 11/05/12 and Resident #11
reported $5.00 was missing from hisfher chest at
the resident’s bedside on 11/20/12.

Review of the investigation for each of these
reports revealed the facility reimbursed the
resident for the amount reported missing.

However, there was no evidence the facility had

F 225
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reported these incidents to the State agencies
and no evidence the facility's investigation
included relevant resident interviews and
interviews of staff caring for the residents at the
time the money was reported missing.

Interview conducted with the SSD, Administrator,
and DON on 10/13/13, at 3:30 PM, revealed they
did not believe either of these allegations met the
criteria for misappropriation and did not conduct
further investigation or report these incidents to
the state agencies. The SSD, Administrator, and
OON stated they did identify a irend of repetitive
reports of missing monies. In addition, the
interviews revealed facility staff had also reported
they had monies missing and believed a nurse
aide (CNA #11) was responsible. According to
the SSD, Administrator, and DON, they contacted
the local police and "planted” money on 11/27/12
in an attempt to determine if CNA #11 was taking
monies from residents andfor staff. The SSD,
Administrator, and DON stated CNA #11 was
terminated on 11/28/12 after it was determined
hefshe had taken the money that had been
"planted"” by the facility. The SSD, Administrator,
and the DON siated as a result of the facility's
findings they determined the allegations of
missing resident monies were substantiated and
that the problem been resolved when they
terminated CNA #11's employment at the facility.

*An acceptable Allegation of Compliance (AOC)
related to the Immediate Jeopardy was recelved
on 10/22/13, which alleged the Immediate
Jeopardy was removed on 10/22/13,

Review of the AQC revealed a complete
anatomical assessment was conducted by the

DON, Nursing Supervisor (NS}, MDS Nurse, and
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Unit Coordinator (UC) for signs or symptoms of
abuse for all in-house residents utilizing a newly
implemented Abuse/Complaint Assessment Tool
on 10/11/13. In addition, all alert and oriented
residents as well as staff were interviewed by the
DON, SSD, MDS Nurse, UC, Staff Development
Coordinator {SDC), and Medical Records Director
(MRD) to ensure no evidence of suspected
abuse, neglect, exploitation, or misappropriation
had not been reported. The AOC stated all past
reports of abuse and grievances for the past year
were reported to the stale agencies and an
investigation was initiated to investigate the eight
(B)allegations related to abuse/neglect as well as
the protection of the resident during the
investigation.

The AOC revealed the facility's Abuse Policy was
reviewed and updated in accordance with the
State Operations Manual {(F225 and F226) on
10/10/13. In-service training was initiated on
10/10/13 and completed on 10/1213, for 100
percent of facility employees by the Staff
Development Coordinator {SDC).

The AOC further revealed the Administrative staff,
including the Administrator, DON, and SSD, was
counseled by the Corporate Officer and retrained
by the Staff Development Nurse on 10/10/13 on
the Abuse policy.

Further review of the AOC revealed the facllity
would ensure continued compliance through the
completion of a daily Continuous Quality
Improvement (CQI) form to be reviewed during
the daily CQl meeting to ensure all
concerns/grievances have been thoroughly
reviewed and all issues have been addressed per

policy with appropriate reporting to the state
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agencies. The CQl form will be reviewed daily by
the Administrator and bi-weekly by the Managing
Pariner. In addition, the AOC noted an Abuse
Log would be completed daily by the SSD, DON,
ADON, MDS Nurse, or NS and reviewed daily by
the Administrator, DON, or designee. The
Administrator would provide daily oversight to
ensure all allegations of abuse, neglect,
misappropriation of property identified will be
investigated in a timely manner, involved staff
was immediately suspended, and state agencies
were notified immediately. The AOC further
indicated the Alfegations of Abuse Log would be
utilized to track/trend reported allegations and
would be reviewed monthly with the QA
Committee. :

**The surveyors validated the corrective action
taken by the facility as follows:

Review of the facility's documentation revealed a
one hundred percent {100%)} audit had been
conducted of all in-house residents on 10/11/13
by the DON to identify any potential signs or
indicators of abuse, neglect, or misappropriation.
A review of the daily census for 10/11/13, verified
all residents had been assessed for abuse,
neglect, and misappropriation. Review of the
Abuse/Complaint question assessment tool and
interviews conducted with residents and facility
staff revealed no signs or symptoms of abuse
were evident. A review of the facility's
investigations revealed the facility had reopened
the allegations identified in the AOC and had
conducted an investigation which included
suspension/termination of the alleged
perpetrators and appropriate reporting of each
allegation immediately to the state agencies.
Interview conducted with the DON on 10/23/13,

F 225
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revealed the investigations had been reopened
and witness interviews and other pertinent data
had been used fo determine if the allegation was
substantiated or unsubstantiated. The DON aiso
provided evidence that protection had been
pravided for the residents during the investigation
and the allegations had been reported to the state
agencies as indicated in the AOC.

Review of the facility's Abuse policy revealed the
policy had been revised {o reflect interventions to
be utilized to deal with reporting, protection, and
investigation of all allegations of abuse. A review
of the facility’s in-service sign-in sheets, pre/post
tests, and interviews with staff (RN #1, LPN #10,
LPN #11, CNAs #13, #14, #15, and #16,
Housekeeping Staff Members #1 and #2 and
Dietary Staff Member #1} on 10/23/13, verified
staff had been in-serviced on 10/10/13, 10/11/13,
10/12113, 10/14/13, 10/15/13, 10/1713, 10M19/13,
and 10/21/13, as stated in the ACC. Staff further
revealed they had been in-serviced on the
revised/updated abuse policy to inciude timely
reporting of any allegation of abuse/meglect by the
use of a pre/post tesk. The revised abuse policy
material included educating staff on how to
identify, assess, complete thorough
investigations, and timely reporting.

Review of the Performance improvement Forms
dated 10/10/13 verified counseling was provided
for the Administrator, DON, and the SSD by the
Corporate Officer. In addition, review of the
in-service records dated 10/11/13 revealed
refraining related fo the Abuse policy was
provided to the Administrator, DON, and the SSbD
on 101713, Interviews conducted with the
Administrator, DON, and the SSD on 10/23/13
confirmed counseling and reeducation had been

F 225
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provided as stated in the AQC.

Interviews conducted with members of the IDT
team {Administrator, SSD, DON, UC, Dietary
Manager, Activities Director, SDC, and MDS
Nurse) on 10/23/13, revealed the allegations of
abuse, neglect, exploitation, and misappropriation
were reviewed daily during the IDT meeting to
ensure the allegations/concerns were
appropriately reported, investigated, and resident
protection provided.

Review of the Abuse/Complaint question
assessment tool and interviews conducted with
Residents #3, |, J, K, 1., and M on 10/23/13,
verified staff had interviewed them daily from
10/11413 to 10/18/13 to determine if any abuse
had occurred. Further review of the
abuse/complaint questionnaire revealed the
Administrator, DON, and Managing Partner
reviewed the information daily. Interview
conducted with the Administrator on 10/23/13, at
5:45 PM, revealed he reviewed the Abuse Log
daily and any identified discrepancies were
corrected immediately to ensure all allegations of
abuse, neglect, or misappropriation were
investigated and reported, and protection for
residents was provided appropriately, The
Administrator stated the Abuse log would be
utilized as a tracking/trending fool to report any
trends and problems to the QA Committee.

F 226 | 483.13(c) DEVELOPAMPLMENT

ss=4 | ABUSE/NEGLECT, ETC POLICIES

The facility must develop and implement written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

F 225

F 226

F-226- Continued next page...

I. Residents identified as being affected were
physically assessed immediately for any
signs or symptoms of abuse by the DON,

Foog| There were no signs or symptoms of abuse

revealed. Their cases were re opened. The

residents were immediately protected, and
investigations were performed as follows;
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This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and review of
the facility's policy and procedures and facility
investigations, it was determined the facility faifed
to develop and implement written policies and
procedures that prohibit abuse, neglect,
exploitation, and misappropriation of resident
personal property for five of fifteen sampled
residents (Residents #1, #5, #5, #7, and #9) and
one of three unsampled residents {Resident B).
The facility's policy did not ¢ensistently include
the protection component for neglect and abuse,
and gave no clear guidance on how to protect
residents when an allegation of abuse was
reported. Review of the facility's 185
Grievance/Complaint Reports since the last
standard survey conducted on 09/11/12, revealed
at least 8 of these reports were allegations of
abuse/neglect and 8 were allegations of
misappropriation of resident property.

However, the facility failed to implement.
policies/procedures to ensure all allegations of
abuse, neglect, exploitation, and misappropriation
were reported immediately and failed to ensure
residents were protected following a report of
abuse and during the investigation process afler
Resldent #7 alleged a nurse aide was rough with
him/Mer during care and "jerked" his/her arm and
feg on 09/25/13. In addition, Resident #7 also
reported a night shift aide was "mean” to him/her
on 09/11/13. Six additional reports of alleged
abuse, neglect, and exploitation were identified:
Resident #9 reported staff refused to toilet
him/er timely and reported he/she was

Allegation: Mental Abuse, Re-opened date:
10/13/13, Date reported 10/13/13, completed
Date: 10/17/13; (RSD #1) had inappropriate
comments written on brief; (employee) was
suspended by DON, An investigation was
completed by the use of interviews with staff
szorking at the time of incident as well as
[residents residing on the same unit. A head to
toe assessment was completed on this resident
by the DON, there were no bruising, skin tears
or other evidence of injury found. Conclusion: I
was found through interviews with staff,
revealed the message written on the hrief was
not intended for the resident. It was intended
for another employee in a playful manner that
would he checking the residents brief on next
round. Unsubstantiated and re-educated (was
laced on Follow-up Nursing/Facility StafT
Performance Program, in which an a staff
Imember is given specific goals refated identified
issues or potential issues to be reached and
aintained throughout the program and is
onitored daily while at work by Direct

ursing Staff and Supervisors and meets weekly
vith DON or ADON for one month for any
reoccurrences of complaints or infractions and
uality of care being rendered) (See Exhibit

11, Follow-up Nursing/Facility Staff
erformance Program Policy and Form)

F 228 Continued next page.....
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"squeezed” when being transferred by facility F 226 Continued....
staff, staff reported inappropriate markings were
discovered on Resident #1's brief, Resident #5 RSD #5 .
alteged staff "pushed" him/her in the back, failure Allegation: Physical Abuse, Re-opened date:
to administer medications as ordered was 10/13/13, Date reported 10/13/13, completed
reported involving Resident #6, and staff falled to Date: 10/17/13: RSD #5 states that (SRNA)
Provllcfe a%prc:_prlateBca_rI%dl;rln_? mfif‘ll t(ljme thhEd her, RSD protected, an investigation was
involving e sw!ent 2. 1he lact ily failed to ensure onducted by use of interviews with SRNA and
their investigations included witness and potential R C . )
witness interviews, resident assessments, and (Resident #5) as well as intey v1ev\-fs with other
record reviews as indicated. In addition, the taff and residents on the same unit. A head to

facility failed to ensure policies and procedures toe assessiment was performed on RSD #5 that

were imp!emeqted fo ensure eight allegations of revealed no signs or symptoms of abuse were
residents missing money {Residents #9, #11, D, resent, including but not limited to bruising, or
E.F, and G) were reported to the state agencies; kin tears. Conclusion: Resident is care
and ensure investigations included interviews with N o .

lanned for non compliance of care; this

residents and staff working with the residents at
ncludes the use of Medical Bi PAP Machine, A

the time the money was reported missing were

also interviewed. {Referto F225.) elermination was made that SRNA (employee)
ssisted RSD #5 down in the wheelchair to keep

her fiom falling. The resident was exhibiting

; : - i e nfusion and lethargy
implementation of policies and procedures to igns of extreme co a ) thargy ,
protect residents from abuse caused, or was econdary to refusal to wear a Bi Pap Machine,

likely to cause, serious injury, harm, impairment, otentially causing her carbon dioxide levels to
or death to residents in the facHlity. Immediate e increased, eausing RSD #5 to exhibit signs of]

e T % e B R~ R W

[t

The facitity's failure to have an effective system in
piace to ensure the development and

S

Jeopardy was identified on 10/11/13. The onfusion, sleepiness, and to be slow moving,

Immediate Jeopa'rdy with Substandard Quality of ISRNA stated that she felt RSD #5 was going lo

g?g :‘éa; f;tlsg;?:r?tté)ei):iﬁc?rnaggliigﬁt:t 42 tall f)ver her bedsid? table so she (SRNA) ‘sat

Practices. The facllity was notified of the . er in the wheelehair to keep her from falling.

immediate Jeopardy on 10/11/13. SRNA is no fonger employed with the facility,
Fhis was on poing and completed on October

An acceplable Allegation of Compliance (AOC) 17, 2013. OIG, APS were notified.

was received on 10/22/13, which afteged removal

of Immediate Jeopardy on 10/22/13. The state F 226 Continued next page...

agency determined the Immediate Jeopardy was
removed on 10/22/13, which lowered the scope
and severity to "D" while the facility monitors the
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effectiveness of systemic changes and quality.
The findings include:

Review of the facility's policy, "Abuse," (revised
01/23/13} revealed facility staff was to
immediately report any incident of observed
abuse, neglect, or misappropriation of resident
property to the Charge Nurse. The policy
directed that the foflowing steps were to be
followed: Remove the resident frem an unsafe
situation; if an employee was suspecied of abuse
he/she would be sent home pending an
investigation; the Charge Nurse would
immediately report the allegation to the facility's
Social Services Director {SSD), Administrator,
and the Director of Nursing (DON}; the resident
would then be examined by the Charge Nurse
with a head to toe assessment completed; the
SSD and DON would immediately initiate an
"Abuse Incident Report" and star the
investigation; the SSD would immediately nofify
the Depariment for Community Based Services
{DCBS) and the Office of Inspector General
{O1G}; and the SSD would collect all information
and documentation of the alleged abuse and fax
to DCBS and OIG within five working days after
receipt of the allegation. Further review of the
Abuse paolicy revealed the involved staff member
would be reassigned or suspended, at the
discretion of the Directer of Nursing or
Administrator.

ta. Review of the facility's Grievance/Complaint
Repart, dated 09/25/13, revealed Resident #7
had reported o Licensed Practical Nurse (LPN)
#2 that a Certified Nursing Assistant {CNA) was
"rough,” "jerking" his/her "arm and leg" the
previous night when she was providing the

RSD #i6
Re-opened date: 10/13/13, Date reported
10/13/13, completed Date: 10/17/13: Resident
family stated RSD #6 did not receive his 1400
dose of Risperadol. An immediate head to toc
bissessment was completed; a thorough
investigation was performed by interviewing all
the nurses that had provided care to this resident
tnd dispensed medications from the residents
art, a complete count of the Risperadol was
erformed, The count of the drug was correct,
the MAR revealed that the Risperadol was given
; nd signed out on the MAR. An interview with
ithe RN reveated that the medication was given
lper physician orders. The resident had not had
an increase in behaviors or agitation.

RSD #7

The compfaint was re-opened on: 10/13/13,
Date reported to OIG and APS was 10/13/13,
completed Date: 10/17/13: RSD #7 alleged that]
an aide was rough with care, In an interview
with the roommate and resident it was
discovered that CNA #4 instructed them
{Residents) not to ring the call light as well,
'(This complaint was re-opened Ociober 21,
2013. An investigation was completed with
‘lnterviews of residents and staff} the CNA #4
I(employee) was suspended by DON an
investigation was completed, as well as, a

] hysical assessment of resident was performed
Il;y DON and no injuries were noted such as
bruising, skin tears, abrasions etc. Conclusion:
tatements were taken from other residents
nd employees,

F-226 Continued next page...
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resident's evening care. Furher review of the
report revealed Resident#7 could not identify the
CNA; however, after the resident provided a
description of the CNA, the facility identified her
as CNA#4. According to documentation on the
Grisvance/Complaint Report, the facility did not
remove CNA#4 from direct care during the
course of the investigation to ensure residents of
the facility, including Resident #7, were protectad
from further potential harm during the course of
the investigation, failed to conduct a physical
assessment of Resident #7 after the allegation
was reporled, and failed to report the resident's
complaint to the appropriate state agencies, as
per policy.

An interview with Resident #7 on 10/12/13, at
6:30 PM, revealed a night shift CNA had been
"very rough" with him/her “jerking” hisfher "arm
and leg” when the CNA assisted the resident with
changing clothing and to bed. Although Resident
#7 was unable to identify the CNA by name, the
rasident stated he/she gave a description of the
CNA fo facility staff.

Interview with CNA #4 on 10/12/13, at 2:30 PM,
revealed she had worked the night shift on
09/24/13 and had provided care for Resident #7.
CNA#4 slated she was in a hurry and felt
Resident #7 thought he/she was going to fall
during care while using the "Hoyer" lift
(mechanical lift). CNA#4 assured the resident
that she wouldn't let him/her fall. According to
CNA #4, she was never informed by the facility's
DON or Administrator that there had been an
allegation of abuse against her and the facility
had never suspended her from direct care with
the residents.

Upon further questioning of other residents,
one other resident voiced complaint related to
the roughness in care provided by CNA #4 and
Resident #7. The complaint from Resident #7
|was; investigated thoroughly, reported in a
timely manner additional questioning of
! esident #7 she states that CNA #4 was only
rough with her that one time stating that she
E/as in a hurry to put my night gown on, rsd #7

t

ates that employee has never been rough
| ith her before and has not been rough since
|'chen. Rsd #7 states that she really likes the
lCNA #4 and does not mind that she takes care
of her. Additional questioning took place with
Ithe roommate; she states that CNA #4 pulled rsd
7’s crippled leg and that rsd #7 told hei about
lit, roommate states that SRNA immediately
pologized stating that she did not mean to putl
ter leg. Roommate states that SRNA has never
been rough with her and she has never seen her
¢ rough with any other resident, and that she
ikes SRNA, SRNA instructed those {Residents)
not to ring the call light as well. {This compiaint
| vas re-opened October 21, 2013, A thorough
investigation was completed with interviews of
residents and staff). Upon further investigation
vith (Resident #7) it was determined that
(Employce) stated “Do not put the call light on”.
SD #7 also stated that she was unsure as to
vhy (Employce) made that statement. Upon
interviewing roommate she stated that
Employce) stated “Don’t put your call light on”
roommate stated that CNA #4 stated this as she
vas [eaving the room both residents is unsure as
to why the statement was made by (Employee).
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The 35D confirmed in interview on 10/12/13, at
4:10 PM, that the DON was notified on 09/25/13
(fime unknown} of the complaint made by
Resident #7 on 09/25/13. The SSD stated the
DON had asked the SSD to obtain a written
statement from CNA #7 and she would make a
decision after she had obtained and reviewed the
CNA'’s statement. According to the SSD, she
considered the complaint voiced by Resident #7
as an allegation of abuse and stated, "l felt |
should have called it in but | don't have the
authority. It has always been the Administration's
final decision to call it in."

An interview with the DON on 10/12/13, at 2:45
PM, revealed that she was nofified of the
allegation regarding Resident#7 that occurred on
09/25/13 but was unsure of the time she was
nofified. She went on to say that she didn't report
the allegation because she "felt like it was more
of a complaint” and "didn't feel like it was an
allegation of abuse.” The DON said that she was
going to suspend CNA #7 for one day but CNA #7
catled in the next day (09/26/13) and upon CNA
#7's return to work she was aliowed to work on
09/27/13. The DON said the one-day suspension
would have been for using the Hoyer lift without
two CNAs.

During the interview with the Administrator on
10/12/13, at 2:40 PM, he revealed he was made
aware of the allegation, dated 09/25/13, in the
Interdisciplinary Team (IDT) meeting. The facility
Interdisciplinary Team (IDT) consisted of the
following staff: Administrator, Director of Nursing,
Assistant Director of Nursing, Staff Development
Nurse, Social Services Director, Minimum Data
Set Nurse, Director of Finance, Medical Records
Director, Managing Partner, Director of Diefary,

Staff that worked with CNA #4 was
interviewed to determine if they knew that CNA
#4 would tell residents not to put on the calf
light, Staff statements reflect that they had never
witnessed CNA #d speaking in that manner to
Lmy resident or asking them notf to put on their
call lights, Interviews with other residents
L‘evea[ed that they had never been told to not put

n their call lights by CNA #4. It was
idctermincd that CNA #4 had established a
%attern of complaints and review of past

ounseling’s refated to not following care plans,
% uch as resident to be transferred by two person
ssist with the use of Hoyer lift, it was
hetermined that the potential for abuse and
lnegleet was present it she remained in the
facility. A proactive approach was taken in this
Fllegation to lerininate the employee preventing
¥

ny potential abuse, neglect, exploitation or
risappropriation from this individual in the
firture, (Substantiated, Employee Terminated
10/21/2013).

RSD H9
Complaint reopened, 10/13/13, Date reported
10/13/13, completed Date: 10/17/13: (RSD #9)
states that (employce) refused to take her fo the
bathroomn, employee was suspended and a
thorough investigation was completed.
Conclusion: Additional investigation revealed
that (Einployee) did not refuse o take resident
ko the toilet as evident by interviews with staff
embers that were present at the time and
-esidents roommate and residents that fived on
the same unit as RSD #9,
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Housekeeping Director, Director of Maintenance,
Unit Coordinator Nurse, Nurse Supervisor, and
Restoralive Program Nurse. After the IDT
reviewed the report, they (IDT) felt it was a
comptaint and "no abuse occurred.” "Maybe we
shouldn't have thought thai.” The Administrator
stated, "l felt it (policy) would have been followed.
Was it? No. | felt fike it was followed related fo
the IDT meeting.” The Administrator said the IDT
had decided not to report this allegation to the
stale agencies.

1b. Review of a facility Grievance/Complaint
Report dated 09/11/13, revealed

Resident #7 reported on 08/11/13, that a CNA on
the night shiff was mean to him/her and had
complained to the resident that he/she was using
the call bell "every two to three minutes.”
Continued review of the report revealed Resident
#7 had also reported staff had not placed his/her
leg on a pillow and didn't administer his/her pain
medications when requested. According fo the
report, Resident #7's roommate was interviewed
and revealed that the CNA "jumped" onto them
for "ringing the call bell.” Documentation revealed
Resident #7 and his/her roommate were unable
to identify the CNA. Review of the
Grievance/Complaint Report revealed the SSD
obtained statements from Resident #7, the
resident's roommate, and staff members that had
worked on the night shift on the hall of Resident
#7. The repori revealed the SSD had also
interviewed other residents on the same hall as
Resident #7 on the night of 09/10/13 and based
on documentation, the residents did not report
concerns related to resident care, abuse and/for
neglect, or not receiving medications timely.
Further review of the Grievance/Gomplaint Report
revealed there was no evidence the resident's

Present if she remained in the facility

i

utilizing revised abuse policy. A proactive
Fapgoroach was taken in this allegation to
terminate the employee preventing any
potential abuse, neglect, exploitation or
misappropriation from this individual in the
future, {Substantiated, Employee
Terminated 10/21/2013).

RSD #9:;

Complaint reopened, 10/13/13, Date
lreporteci 10/13/13, completed Date:
10/17/13; SRNA was suspended by DON
and an investigation was conducted which
included interviews with Staff that were
k)resent and residents on the same unit. A
'fhysical assessment was conducted, that

| evealed no bruising, skin tears or any other
signs of abuse, Conclusion. Determination
\nade that accused SRNA did not squeeze
(Resident) after interview with SRNA and
:(Resident). (Resident) stated that she
simply did not like the way she was
‘ransferred that time. Noted, (Resident) has

|diagnosis of severe rheumatoid arthritis and

|«::ontinuous generalized pain of entire body.

in addition to; Obsessive Compulsive
Disorder, Depression and Anxiety requiring

tni[d and soft transfers. Alfegation was
nsubstantiated; SRNA was re-educated on

%roper transferring technigues with this

‘ esident).
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complaint had been reported to the appropriate
state agencies,

Interview with Resident #7 on 10/13/13, at 10:58
AM, revealed that he/she couldn't recall much
information regarding the allegation that occurred
on 09/10/13. Resident#7 did state that he/she
recalled that a CNA on the night shift had asked
him/her if he/she thought "it's funny ringing the
call bell alk night.”

Interview with the SSD on 10/13/13, at 10:05 AR,
revealed she received a complainton 09/11/13
from Resident #7 that on 09/10/13 a night shift
aide had been mean to her, and the SSD had
initiated a Grievance/Complaint Report on
09/11/13. According to the SSD, she obtained a
statement from Resident #7 related to the
incident that occurred on 09/10/13, on the night
shift. The resident alleged a CNA on the night
shift was mean to him/her, had not placed the
resident's leg on a pillow, had not administered
the resident's pain medications when requested,
and complained that he/she was ringing his/her
call bell every two to three minutes. The SSD
also stated she reported the aliegation to the
DON ¢on 09/11/13. The SSD stated in gathering
information for the teport she obtained
staterments from six additional residents on the
same hall as Resident #7 and they had not voiced
any concerns related to abuse, neglect, or not
receiving their medications on time on the
evening of 09/10/13. The SSD stated as a result
of the interviews with Resident #7, and {he six
additional residents, she did not think abuse had
occurred and the allegation was not reported to
the appropriate state agency.

Interview with the DON on 10/12/13, at 1:00 PM,

SRNA was able {o demonstrate how
transfer took place with RSD #8 and was
directed on how to hetter transfer with this
Iresident by the DON. Rsd with diagnosis of
severe rheumatoid arthritis and continuous
|generalized pain of entire body. In addition
to: QObsessive Compulsive Disorder,
Depression and Anxiety RSD #89, as refated
I’to her diagnosis of Obsessive Compulsive
Disorder requests to be toileted every 15-30
:minutes. She was placed on a Bowel and
lBiadcier Plan by her Physician with
interventions including; toilet every 2 hours
at specific times. (Employee) was following
the plan of care set forth by the Physician,
and encouraging RSD #9 to wait until the
set time to go. The bowel and bladder plan
has been care planned and discussed
nany times with RSD #9. She is in
agreement with the plan. She still continues
fo ask to go the toilet every 15-30 minutes.
Staff continues to re-educate her on a daily
casis as to her planned program set forth

y her physician. Note: {Resident) has been
on the scheduled Bowel and Bladder
Program since 1/18/2013. The Allegation
lktvas Unsubstantiated, {Employee) was re-
leducateci as to (Resident) specific Bowel

and Bladder Program and proper ioileting
technigques,
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revealed she had reviewed Resident #7's
Medication Administration Records (MARs) for
the evening of 09/10/13 and determined the
resident had received his/her pain medications.
The DON also stated she spoke with all staff that
had provided direct care fo Resident #7 on
09/10/13 and determined staff had answered
Resident #7's call light in a timely manner, met
the resident's care needs, and had administered
pain medications to the resident as requested.
The DON stated the resident had not sustained
any injuries and she "didn't feel like it was abuse.”

Interview with the Administrator on 10/12/13, at
2:58 PM, regarding the Grievance/Complaint
Report on 09/11/13, reveated he was probably
made aware of the allegation in the IDT meeting
but was unable to recall the date. The
Administrator stated, "I feel care was provided"
and "felt like the policy was followed related to the
IDT meeting."

2a. Review of a Grievance/Complaint Report
revealed the Social Services Director {SSD}
initiated a report on 06/13/13 based on a report
by Resident #9 that "a big guy" on the night shift
refused fo take the resident {o the bathroom. The
Report revealed the resident reported the "guy”
said he would retumn to take him/her to the
bathroom, but never returned. Based on the
report, the facility identified the employee as CNA
#6. Continued review of the report revealed the
facility did not remove the employee from direct
care during the facility’s investigation of the
resident's complaint and the employee was
allowed 1o return to work the following night on
06/14/13. During the facility's invesfigafion, they
failed to interview residents and staff and did not
assess Resident #9. The facility failed to report

RSD “B”

Employee was suspended immediately and
n investigation was completed by
nterviewing staff that were present during

&eat time as well as other residents that

ere present. A physical assessment was

Lompieted and no adverse affects were

tloted, lungs were clear, afebrile, vital signs

ere normal and resident was in no
distress. Conclusion; RSD has worked with

‘Speech Therapy and has had a five (5)

odified Barium Swallow sfudies from

6/2012 to 5/2013. The physician is aware

and has declined the use of a feeding tube.

The RSD is care ptanned for choking and

coughing episodes during meals. Staff is

educated to stop feeding and allow him to

‘Cough and Clear” while being monitored
y the feeding staff during these episodes.
Unsubstantiated and re-educated as to

roper feeding techniques and the potential
for this resident to aspirate during feeding
iand when to alert nursing staff to potential

laspiration.
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the resident’s complaint of neglect to the
appropriate state agencies, and faited to ensure
residents were protected from further neglect
during the facility's investigation of the resident's
complaint, as per policy.

Interview with Resident #32 at 9:45 PM on
10/13/13 revealed a "big guy” toid the resident
he/she would have to wait "30 minutes” hefore he
could take him/her to the bathroom. The resident
stated it was difficulf to hold his/her "water" while
having to wait to be taken to the bathroom.

Interview with the SSD at 11:00 AM on 10/13/13
revealed staff reported to her Resident #9
complained that a "big guy” on night shift refused
to take himfher to the bathroem. According fo the
38D, the allegation was discussed in the IDT
morning meeting, and it was determined
abuse/negiect had not occurred, and the
allegation was not reported to the appropriate
state agencies. The SSD stated the facility had
identified the employee as CNA #6.

Interview with the Director of Nursing {DON} at
1:20 PM on 10/13/13 revealed Resident #9's
complaint was discussed in the iDT morning
meeting. The DON stated the {DT determined
Resident #9 had not been abused and/or
neglected due to a writfen statement from the
alleged perpetrator (CNA#6). The CNA stated he
did not refuse to take Resident #9 fo the
bathroom. The IDT determined there was no
reason to remove the employee from direct care,
to investigate the altegation any further, or to
report the resident's complaint fo the state
agencies.

Interview with the Administrator at 2:00 PM on

The facility replaced Residents Monies missing
for the following residents #9, #11, D, E, F, and
G when incident occurred. Employees were
interviewed by the Director of Social Services,
to determine events surrounding the missing
monies. Residents that live on the same units
aside from the RSDs listed above were
interviewed. Residents were also interviewed af
the time the monies went missing and there
was no evidence found {o imply that
impropriety had occurred other than the
disappearance of monies without reason or
trace, the facility had replaced the monies. The
policy of the facility is that residents are
encouraged not to keep money on their person
and fo have the business office keep their
money in the safe and they could get it at any
time during the week or weekend. RSD #9
reporied $5.00 was missing on 11/05/12
interviews of staff and other residents did not
reveal any information, money was replaced by
facility, no evidence of anyone haven it taken
was determined. Resident #11 reporied $5.00
was missing from hisfher chesl at the resident's
bedside on 11/20/12, interviews with staff and
other residents did not reveal any infonmation,
money was replaced by facility, no evidence of
anyone haven it taken was determined. Cn
11/01/12, Resident D reported to the SSD
he/she was missing $4.36, interviews with staff
and other residents on the unit did not reveal
any information, money was replaced by
facility, no evidence of anyone haven it taken
was determined. Resident E reporied he/she
had $30.00 missing since 11/04/12, interviews
with staff and other residents on the unit did not
reveal any infonmation, , money was replaced
by facility, no evidence of anyone haven it
taken was detemmined.
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10/13/13 revealed the complaint voiced by
Resident #9 was discussed in the IDT morning - . . .
meeting and a decision was made that the 2.Tht'3 facility through interviews with all
resident's compfaint was not a reportable residents by DON, MDSN and ADON and
incident. The Administrator stated he felt the physical assessinents performed by DON on
facility was following the abuse policy. all rcmdcn.ts in the facility, There were five
{5) allegations of abuse (1. Rough care in the
2b. Continued review of the facility‘s past, 2 fearful ofnurse, 3. RSD-RSD doesn’t
Grievance/Complaint Reports revealed the SSD treat me with 1'es!)ect 4, f-‘ear[’ul of minister 5.
had also initiated a report dated 06/05/13 that on Rough care provided), six (6)
the second shift on 06/05/13 Resident #9 Misappropriations (1. Missing watch 2.
reported a staff member transferred him/her from Missing necklace 3. Missing blanket 4.
the wheelchair to the commode "by herself,” Missing clothes 5. Picture taken fromn room 6.
squeezed the resident's ribs, and hurt hisfher leg. Missing shirt), Two (2) neglect allegations (1.
SRNA refused to take rsd {o bathroom, 2.
Resident #9 stated in interview at 9:45 AM on RSD states did not receive shower), issues
10/13/13, “the girl" did not mean to hurt him/her. that was determined to exist, Each resident
The resident stated it was "the girl's" first time was protected, any potential perpetrators were
caring for him/her, and the resident stated he/she removed from the resident care arca, each
felt the employee "just needed more training" resident was physically assessed from head to
prior to caring for him/her. toe immediately, alt appropriatc state
agencies were notified immediately and cach
Interview with the SSD at 5:50 PM on 10/12/13, case was investigated by use of inferviews
revealed staff reported to her on 06/05/13 that with staff, Residents, family members and
Resident #9 complained “a big girl" on the second other persons as needed.
shift on 06/04/13, had transferred the resident by
herself, squeezed the resident's ribs, and hurt
hisfher leg. The SSD staied after she interviewed
the resident and discussed the resident's
complaint with the IDT, it was determined the F-226 Continued next page. ..
resident's complaint was not a report of abuse
and/or neglect and the facility would not
investigate the comptfaint. The SSD stated the
facility had identified the employee as CNA #7.
interview with the DON at 9:35 AM on 10/13/13
revealed she made the decision not to suspend
the alleged perpetrator because she did not feel
the employee intentionalty hurt Resident #2. The
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DON stated she felt the employee needed more
training and no further investigation was
conducted into the alleged incident. The DON
reported the employee was allowed to work her
scheduled shift on 06/05/13. In addition, the
DON stated the resident's complaint was not
reported {o the state agency.

Interview with the Administrator at 2:00 PM on
10/13/13 revealed the complaint made by
Resident #9 on 06/05/13 was discussed in the
IDT meeting, and the 1IDT did not view the
resident's complaint as abuse and/or neglect and
as a result, did not remove the CNA from
providing direct care. In addition, the
Administrator stated as a result of the IDT's
decision, the facility did not investigate the
resident's complaint further, and did not report the
allegation o the appropriate state agencies.

3. Review of the facility's Grievance/Complaint
Report dated 06/05/13, initiated by the SSD on
06/05/13 revealed staff reported they had
observed a notation ("you smelf fike poop”)
written on Resident #1's adult incontinence brief.

Inferview with the SSD at 4:30 PM on 10/12/13
revealed staff had reported to her they had
observed the notation {"you smell like poop™ on
Resident #1's adult incontinence brief at the
beginning of the first shift on 06/05/13. The SSD
stated the incident was discussed in the IDT
meeting on the morming of 06/05/13 and the DT
determined Resident #1 had not been abused

-| and/or neglected as a result of the incident.

Interview with the Director of Nursing {DON} at
6:25 PM on 10/12/13 revealed the IDT had
determined the notation on Resident #1's brief

3. Systemic changes such as; Quality
Assurance/Risk Management Policy and
Facility Abuse Policy were updated October
13, 2013 and October 10, 2013 to include
specific oversight of Abuse, Neglect,
Misappropriation oversight and input from
Medical Director.(See Exhibit # 10: Quality
Assurance Policy), In-service/re-education
training implementation began for 100% of
employees, specifically including
Administrator, DON and Social Services
Director, immediately on October 10, 2013
by SDN, when the discovery was made and
the potential for systemic failure was
identified. (See Exhibit #2: Resident Abuse
Training Materials F-225/F-226, Abuse
Policy revision date 10/10/2013 and
attendance records). The in-services,
education and policy changes were completed,
on October 12, 2013 through one on one
training with every employee by Staff
Development Nurse (See Exhibit # 4: Abuse
Training Verification Log).

F-226 Continued on next page...
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was not considered abuse or neglect of the
resident based on the resident's impaired
cognition and the inability to determine if the
resident had suffered harm. The DON stated the
IDT decided there was no need for further
investigation and the facility did not report the
incident to the state agencies as specified in the
facility's policy and procedures. The DON felt the
facility's abuse policy was being followed.

Interview with the Administrator at 2:00 PM on
10/13/13, revealed the 1DT determined this
allegation was not abuse andfor neglect.
Therefore, the Administrator stated the 1DT felt no
harm had occurred to the resident, and there was
no reason to investigate the incident any further
or report to the appropriate state agencies.

4, Review of the facility's Grievance/Complaint
Reporl revealed Licensed Practicat Nurse {LPN)
#7 reported an allegation of possible abuse to the
facility's Social Services Director (38D} on
04/09/13. According to the reporl, Resident #5
reported a nurse aide "pushed" him/her in the
back when care was provided on 04/09/13. The
investigation consisted of wilness statements
obtained from the alleged perpetrator (CNA#12)
and Resident#5. In addition, the resident's
roommate was atso interviewed and reported
hefshe had not witnessed anything "out of the
way." Further review of the investigation revealed
the afleged perpetrator {CNA #12) would be
moved to another area of the facility to continue
working his/her shift. The facility failed to provide
evidence that resident protection was provided
during the investigafion, failed to report the
allegation according fo the facility's policy, and
failed to interview other residents and staff; and
did not do a physicat assessment of Resident #5

o employec was allowed to work until
comptletion of training (If on Leave or Vacation
training with validation of competency will be

completed before allowing return),

4. The development of an Abuse/Complaint
Assessment tool and the implementation on
Qctober 11, 2013, (See Exhibit # 1
Abuse/Complaint Assessment Tool). All
alert and oriented residents were interviewed
by DON, 85D, MDSN, UCN, SDC and MRD
for any statements/evidence of suspected
abuse, concerns, neglect, exploitation or
misappropriation. In order to ensure all
violations involving mistreatment, abusc,
negleet or misappropriation of resident funds
or property are, investigated thoroughly
through interviews with staff and residents,
head to toe physical assessments, record
reviews, residents are protceted and
allegations are reported timely to statc
agencies, the Director of Nursing (DON},
Assistant Director of Nursing (ADON}), Staff
Development Nurse(SDC), Social Services
Director(SSD), Minimum Data Sets
Nurse(MDSN), Unit Coordinator Nurse
(UCN), Nurse Supervisor(NS) or designee
will audit by utilizing Abuse/Complaint
Assessment Tool daily x 1 week, then weekly
x 4 weeks, then monthly x 1 month, longer if
100% eompliance of process is not achieved.
Beginning October 11, 2013, The Assessment
Tool will be utilized on weekends as well.
The weekend completion will be performed
by the NS, If NS is unavailable then the
DON, ADON, MDSN or SDC will be
responsible to carry out this task.
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for injury.

LPN #7 stated in an interview conducted on
10/13/M13, at 4:25 PM that she was aware
residents were fo be prolected when an allegation
of abuse was received, and that the alleged
perpetrator was to be sent home immediately.
However, LPN #7 confirmed the alleged
perpetrator (CNA #12) was reassigned to another
hallway to complete her shift after Resident #5
had voicad his/her complaint on 04/09/13. The
LPN confirmed she notified the SSD of the
allegation, but stated she did not reassign CNA
#12 and could not recali who directed herto
reassign the nurse aide to continue to provide
direct care to residents in another area of the
facility.

Interview conducted with the SSD on 10/13/13, at
9:35 AM, revealed she immediately initiated an
investigation into the allegation after LPN #7
notified her at home of the reported incident on
04/09/13. The SSD stated the alleged perpetrator
{CNA#12) had been moved to another hall to
work by the time she amived at the facility on
04/09/13. The SSD stated the investigation
consisted of statements from the alleged
perpetrator {CNA #12) and Resident #5. The SSD
stated she had been trained "over the years" by
the different administrative staff on how to conduct
investigations of alleged abuse. In addition, the
58D slated she had been trained to send the
alleged perpetrator home when an

allegation of abuse was reported and to report the
allegations immediately to the state agencies.
The 8SD staled the decision to report or not
report the allegation to the state agencies was
made by the IDT after the investigation had been
completed.

[The Administrator will provide oversight
daily, including weekends, by discussion
andfor reviewing and initialing the audits
after review to ensure residents were
rotected, reporting was timely and the
Fwestigations were thorough through
interviews with staff and residents, physicai
head to toe assessments, record reviews. In
addition, the Managing Partner will review
fwice weekly with the Administrator in an
nformal format to ensure that allegations
are reported timely, residents are protected,
eceive appropriate assessments,
Lerpetrators are suspended or terminated
and a thorough investigations are being
erformed which includes through interviews
Crith staff and residents, head to toe physical
Lssessments and record reviews, any alleged
Lbuse, negfect; misappropriation of funds
dentified will be investigated in a timely
anner to ensure the resideni's safety with
tn assessment for any physical or
|

sychosocial issues. Immediate suspension
of staff involved and timely notification of

Istate agencies will be completed
immediately, by SSD, DON, ADON, MDSN,

SDC, Administrator, NS or UCN.
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Interview with the DON on 10/13/13, at 10:50 AM,
revealed she was not aware of the allegation until
the Grievance/Complaint Report was discussed

in the IDT meeting on 04/10/13. The DON stated
the alfeged perpetrator (CNA #12) had been
permifted to return to her regular assignment as
scheduled and no further disciplinary action was
taken. In addition, the DON stated the aflegation
had not been considered as abuse, had not been
reported, and no disciplinary action taken with the
alleged perpetrator {(CNA#12). The DON stated
she considered abuse to be anything done
"maliciously” to a resident.

The Administrator stated in interview conducted on
10/13/13, at 1:40 PM, the alleged perpetrator
(CNA #12) should have been suspended
immediately pending the oufcome of the facility's
investigation. However, according to the
Administrator, the IDT discussed the investigation
on 04/09/13, and decided abuse had nof occurred
and no further action was required. The
Administrator stated he considered abuse to be
anything that might "inhibit the health and weifare
of the resident” and ihe facility had become
"complacent” when evaluating allegations of
abuse, neglect, expleitation, and misappropriation
of resident property.

5. Review of Resident #6's medical record
revealed physician's orders, dated 08/23/13, for
facility staff to administer 0.5 milligram (mg) of
Risperidone {antipsychotic) to the resident on a
daily basis.

Review of a Grievance/Complaint Report dated
08/30/13, revealed Resident #6's family reported
on 08/30/13 facility staff had failed to administer

T'he DSS, DON, Administrator, ADON, MDSN
or NS will conduct an abuse monitor, (See
Exhibit # 7: Villape of Lebanon, LLC Abuse
Monitor), weekly x 4 weeks, then every month
for three months, then quarterly thereafter and
[report to Quality Assurance Commiftec for
guidance, direction and oversight. In Addition,|
The DSS, DON, ADON, MDSN or NS will
complete an Allegations of abuse, neglect or
isappropriations Quality Assurance Log to be
(zportcd on a daily basis to the IDT Commitieg
Morning Meeting) and will be reviewed daily
by the Administrator or designee (SDN) and
Director of  Nusing or designee
(ADON/MDSN)  for Tracking and trending
such as, discovery of any trends in the report,
allegations oceurring on the a certain shift, day|
1night, evening, whether or not a certain
employee, event or situation had developed 2
aftern that  would  require  additional
investigation such as, interviews with staff and
esidents, head to toe physical assessments,
record reviews. In Addition, The DSS, DON,
DON, MDSN or NS will complete an
llegations of  abuse, neglect ol
nisappropriations Quality Assurance Log to be
eported on a daily basis to the IDT Commiltee
{Morning Meeting) and will be reviewed daily
y the Administrator or desipnee (SDN) and
irector of  Nursing  or designee
fADON/MDSN) for Tracking and trending
uch as, discovery of any trends in the report)
llegations occuring on the certain shift)
?-226 Continued next page...
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the Risperidone to Resident #6, as ordered by the
physician, for the "past few days."

Review of the facility's investigation revealed the
facility verified Resident #6 recelved the correct
medications, including Risperidone, on 08/29/13;
however, the facility failed to verify if staff had
administerad the Risperidone to Resident #8 prior
fo 08/30/13.

Interview conducted with the SSD on 10/12/13, at
6:15 PM, revealed the Grievancae/Complaint
Report was reviewed in the daily IDT meeting and
she failed to reveal in the meeting the medication
{Risperidone) had not been administered for
several days prior to 08/30/13. The SSD stated
the allegation was not reported to the state
agencies or further investigation conducted after
the IDT determined the medications had been
given on 08/29/13.

The DON stated in interview conducted on
10713113, at 10:40 AM, that she had not realized
the allegation was that Resident #6 had not
received the prescribed medications for more
than one day (08/29/13). The DON stated, based
on her findings, the allegation had not been
considered as abuse/neglect and confirmed no
further investigation had been conducted and the
allegation had not been reported to the state
agencies.

8. Review of documentation revealed the Speech
Therapist (ST} had discharged Resident B from
Speech Therapy on 05/30/13. A review of the ST
Discharge Summary Note for Resident B, dated
05/30/13, revealed the resident required close
monitoring of meals and should receive bite-size
food portions alternated with solids and liquids

F-226 continued.,..
F 226
Day, night, evening, whether or not a
certain employee, event or situation had
developed a pattern that would require
additional investigation. This log will be
furned in monthly to the QA committee for
review and oversight, (See Exhibit #6:
Allegations of Abuse, Neglect,
Misappropriations Quality Assurance
l.og) The Abuse reporting form was revised
:on October 14, 2013 by the |DT. (See
Exhibit # 9: Abuse
Reporting/investigation Worksheet),
L:vhich will have oversight by Assistant
Administrator and/or Administrator on a
daily basis with oversight by Medical
Director through Monthly Quality
Assurance. Quality Assurance/Risk
Management Policy was updated October
13, 2013 to include specific oversight of
Abuse, Neglect, Misappropriation oversight
and input from Medical Director.(See
Exhibit # 10: Quality Assurance Policy).

11/01/2013
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due to a diagnosis of Dysphagia. The ST further
noted the resident required 1:1 assistance with
meals to aid with oral clearance. Review of the
Octaber 2013 physician's orders for Resident B
revealed the resident was to receive a regular
puree diet with honey-thickened liquids.

Review of the Grievance/Complaint Report dated
09/25/13, revealed a famity member of another
resident was in the facility's dining room during
the evening meal on 09/24/13. The report
revealed the family member reported hefshe had
observed Resident B choking while being
assisted/fed by a nurse aide, while the nurse aide
was looking at the television and was
unconcerned when the resident began
coughing/chaking. The report further alfeged the
nurse aide was rude and wiped the resident's
mouth "hard" and jerked the resident's bib off.

Review of the facility's investigation revealed the
facility obtained witness statements from the
alleged perpetrator {CNA #8), another nurse aide,
and the restorative nurse. However, there was
no evidence the facility suspended/removedthe
alfeged perpetrator during the investigation. In
additfon, there was no evidence the facility's
investigation included a physical assessment of
Resident B to ensure the resident was not
harmed and no evidence the facility reported the
allegation to the state agencies.

Interview conducied with the SSD on 10/12/13, at
2:50 PM, revealed the SSD had recelved facility
training on how to conduct investigations into
alleged abuse "over the years." The SSD also
stated she had been trained to send an alleged
perpetrator home when an allegation of abuse
was reported and to report the allegations
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immediately to the state agencies. The SSD
stated the IDT made the decision to not report the
allegation to the state agencies because it was
determined the allegation did not meet the criteria
for abuse.

Interview conducted with the DON on 10/13/13, at
11:05 AM, revealed, in accordance with facility
policy, an alleged perpetrator would be
suspended or removed from direct care when an
allegation of abuse was reported. The DON
further stated the alleged perpetrator (CNA #8) in
the allegation refated to Resident B was not
suspended or removed from direct care at the
time the allegation was reported on 09/25/13
because she did not feel anything "inappropriate"
had occurred. The DON stated although the IDT
made the decision the allegation did not meet
criteria for reporting to state agencies, she made
the decision that no disciplinary action involving
the alleged perpetrator was required.

The Administrator stated in interview conducted
on 10/13/13, at 1:40 PM, he thought the report
had been discussed during the IDT meetling on
09/25/13. The Administrator stated he agreed with
the decision made by the DON and the IDT not to
remove the alleged perpetrator {CNA#8) from
direct care and that the ingident did not meet the
criferia to report to the state agencies.

7. Areview of the Grievance/Complaint Reports
dated 11/01/12, 11/05/12 (2 reports), and
11/20/12, revealed Residents D, E, #9, and #11
reported they were missing monies ranging from
$4.36 to $30.00. Review of the facility’s
investigations revealed the facility reimbursed
each resident's monies; however, there was no

-evidence the facility had reported these incidents

F 226
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to the state agencies; and no evidence the
facility's investigation included resident interviews
and intervlews of staff caring for the residents at
the time the money was reported missing.

According o interview with the SSD,
Administrator, and DON on 10/13/13, at 3:30 PM,
the facility identified a trend of repetitive reports of
missing monies that involved residents and
employees in the facility. Interviews revealed the
facility had suspected a nurse aide {CNA#11}
was responsible. As a result, local police was
contacted and money was "planted” on 11/27/12
{0 attempt to defermine if CNA #11 was taking
money from residents and/or staff. CNA#11 was
terminated on 11/28/12 after it was determined
he/she had taken the "planted” money.

According to the Administrator, SSD, and DON,
they determined the allegations of missing
resident monies had been resolved after CNA #11
was lerminated.

However, continued review of the
Grievance/Complaint Reports revealed four
additional allegations of missing money were
reported to the facility SSD from 01/02/13 to
08/30/13. Residents G and #9 reported missing
money, and Resident F reported two instances
when his/her money was missing. However, the
facility failed to conduct resident and staff
interviews related to the missing money and
failed to report the allegations to the state
agencies.

Interview with the SSD, Administrator, and DON
on 10/13/13, at 3:30 PM, revealed they
determined none of the allegations refated fo
misappropriation of resident personal property

met the criteria for investigation and/or reporting.

F 226
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As a resulf, the facility failed to report the
allegations of misappropriation to the state
agencies.

*An acceplable Allegation of Compliance (ACC)
related to the Immediate Jeopardy was recsived
on 10/22/13, which alleged the Immediate
Jeopardy was removed on 10/22/13.

A review of the AOC revealed a complete
anatomical assessment was conducted by the
DON, Nursing Supervisor (NS}, MDS Nurse, and
Unit Coordinator (UC) for signs or symptoms of
ahuse for ail in-house residents utilizing a newly
implemented Abuse/Complaint Assessment Too!
on 10/11/13. In addition, alf alert and oriented
residents as well as staff were interviewed by the
DON, 880, MDS Nurse, UC, Staff Development
Coordinator {SDC), and Medical Records Director
{MRD) to ensure no evidence of suspected
abuse, neglect, exploitation, or misappropriation
had not been reported. The AOC stated all past
reports of abuse and grievances for the past year
were reported fo the state agencies and a
"thoreugh investigation" was initiated into eight
allegations related to ahuse/negiect as well as
protection of the resident during the investigation.

The AOC revealed the facility's Abuse Policy was
reviewed and updated in accordance with the
State Operations Manual (F225 and F226) on
10/10/13. In-service training was initiated on
10/10/13 and completed on 10/12/13, for 100
percent of facility employees by the Staff
Development Coordinator (SDC).

The AOC further revealed the Administrative staff,
including the Administrator, DON, and SSD, was
counseled by the Corporate Officer and retrained
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by the Staff Development Nurse on 1011013 on
the Abuse policy.

Further review of the AOC revealed the facility
would ensure continued compliance through the
completion of a daily Continuous Quality
Improvement (CQ1) form {o be reviewed during
the daily CQl meeting to ensure all
concerns/grievances have been "thoroughiy
reviewed" and all issues have been addressed
per policy with appropriate reporting to the state
agencies. The CQI form will be reviewed daily by
the Administrator and bi-weekly by the Managing
Partner. In addition, the AOC noted an Abuse
Log would be completed daily by the SSD, DON,
ADON, MDS Nurse, or NS and reviewed daily by
the Administrator, DON, or designee. The
Administrator would provide daily oversight to
ensure all allegations of abuse, neglect,
misappropriation of property identified will be
investigated in a timely manner, involved staff
was immediately suspended, and state agencies
were notified immediately. The AOC further
indicated the Allegations of Abuse Log would be
utilized to traclk/trend reporled allegations and
would be reviewed monthly with the QA
Committee.

*“*The surveyors validated the corrective action
taken by the facility as follows:

Review of the facility's documentation revealed a
100 percent audit had been conducted of all
in-house residents on 10/11/13 by the DON to
identify any potential signs or indicators of abuse,
neglect, or misappropriation. A review of the daily
census for 10/11/13, verified alf residents had
been assessed for abuse, neglect, and
misappropriation. Review of the
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Abuse/Complaint question assessment tool and
interviews conducted with residents and facility
staff revealed no signs or symptoms of abuse
were evident. A review of the facility's
investigations revealed the facility had reopened
the allegations identified in the AOC and had
conducted an investigation which included
suspensionftermination of the alleged

perpetrators and appropriate reporting of each
allegation immediately to the state agencies.
Interview conducted with the DON on 10/23/13
revealed the investigations had been reopened
and witness inferviews and other pertinent data
had been used to determine if the allegation was
substantiated or unsubstantiated. The DON also
provided evidence that protection had been
provided for the residents during the investigation
and the allegations had been reported {o the state
agencies as indicated in the AOC. ‘

Review of the facility's Abuse policy revealed the
policy had been revised to reflect interventions to
be utilized to deal with reporting, protection, and
investigation of all allegations of abuse. Areview
of the facility's in-service sign-in sheets, pre/post
tests, and interviews with staff (RN #1, LPN #10,
LPN #11, CNAs #13, #14, #15, and #16,
Housekeeping Staff Members #1 and #2, and
Dietary Staff Member #1) on 10/23/13, verified
staff had been in-serviced on 10/10/13, 10/11/13,
10/1213, 1014413, 1011513, 10/17/13, 10/19/13,
and 10/21/13, as stated in the AOC. Staff further
revealed they had been in-serviced on the
revised/updated abuse policy to include timely
reporting of any allegation of abuse/neglect by the
use of a pre/post test. The revised abuse policy
material included educating staff on how to
identify, assess, complete "thorough
investigations,” and timely reporting.
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Review of the Performance Improvement Forms
dated 10/10/13 verified counseling was provided
for the Administrator, DON, and the SSD hy the
Corporate Officer. In addition, review of the
in-service records dated 10/11/13 revealed
retraining related to the Abuse policy was
provided to the Administrator, DON, and the SSD
on 10/11/3. Interviews conducted with the
Administrator, DON, and the SSD on 10/23/13
confirmed counseling and reeducation had been
provided as stated in the AOC.

Interviews conducted with members of the IDT
team {Administrator, SSD, DON, UC, Dietary
Manager, Activities Director, SDC, and MDS
Nurse)} on 10/23/13, revealed the allegations of
abuse, neglect, exploitation, and misappropriation
were reviewed daily during the DT meeting to
ensure the allegations/concerns were
appropriately reported, investigated, and resident
protection provided.

Review of the Abuse/Complaint question
assessment tool and interviews conducted with
Residents #3, 1, J, K, L, and M on 10/23/13,
verified staff had inferviewed them daily from
10/11/13 to 10/18/13 to determine if any abuse
had occurred. Further review of the
abuse/complaint questionnaire revealed the
Administrator, DON, and Managing Partner
reviewed the information daily. Interview
conducted with the Administratoron 10/23/13, at
5:45 PM, revealed he reviewed the Abuse Log
daily and any identified discrepancies were
corrected immediately to ensure all aliegations of
abuse, neglect, or misappropriation were
investigated and reported, and protection for
residents was provided appropriately. The

F226(.
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Administrator stated the Abuse log would be
utilized as a tracking/trending too! to report any
trends and problems to the QA Commiltee. F 253
F 253 | 483.15(h){2) HOUSEKEEPING & F 253
55=p | MAINTENANCE SERVICES 1. A. Carpet was cordon off until such time

The facility must provide housekeeping and
maintenance services necessary to maintain a
sanitary, orderly, and comfortable interior.

This REQUIREMENT is not met as evidencad
by: .

Based on cbservation, interview, and a review of
facilily policies, it was determined the facility
failed to provide maintenance and housekeeping
services to maintain a sanitary, orderly, and
comfortable interior. Observations during the
environmentai four on 10/08/13, beginning at
11:15 AM, revealed the carpet on the Davis Hall
had several stained areas, the armrests on a
Geri-chair in room 138-2 were torn, and a floor
mat in room 124-1 was forn.

The findings include:

Review of the facility's policy titted,
"Accident/Hazard Risk Assessment,” dated
10/01412, revealed facility staff conducted
"walk-throughs" of alf departments and observed
for, but not limited to, unstablefuneven floor
surfaces, defective assistive devices/equipment,
and spills on the floors. The policy revealed staff
was to complete "work orders" that identified
problems, the "work orders" were to be given to
the Nursing Supervisors, and they were to give
the "wark order" to the Maintenance Director
(MD} to process and repair.

he carpet could be cleaned and sanitized.
B. The resident was removed from the

!Eeri-chair immediately. The Geri chair was

aken out of service for repair and replaced

ith another chair. Floor mat inside room
124-1 was replaced with a non torn mat
timmediately.

2. A, An inspection of the carpeted area
was performed by the administrator and
Housekeeping Director. There were other
areas found to have stains as well. It was
determined to affect all resident in the unit
%hat had carpeted floors, The areas were
cleaned with buffer and disinfected with
L:ppropriate products,

B. An inspection of all Geri chairs in the

acility was performed by the Director of
Maintenance to determine if repairs were
needed. Residents that were found to be in
|chairs that needed repair were removed
from them and placed in appropriate chairs
while repairs were made.

F-253 Continued next page...
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Obsaervation during the environmental tour on
10/08/13, beginning at 11:15 AM, revealed:

1. The carpet on the Davis Hall had several
stained areas.

2. A Geri-chair was observed in resident room
138-2 and the armrests on the chair were worn
and torn.

3. Afloor mat in resident room 124-1 was torn
and the inside padding protruded from the mat.

Interview with the Housekeeping Director on
10/10713, at 3:37 PM, revealed she cleaned the
carpet on Davis Hall three to four times weekly
and used a "cleaning solution" on the buffer pad
for stain removal. The Housekeeping Director
stated that the facility had a professional
company fo come in every three to six months o
clean the carpet; however, she could not
remember when the professional company had
fast cleaned the carpet.

An interview conducted with the Maintenance
Director on 10/10/13, at 3:30 PM, revealed he
and the Administrator made daily rounds
throughout the facility to observe for
anything/items in need of repair. He said facility
staff that identified maintenance or housekeeping
issues was required {o fill out a work crder and
turn it in to the Nursing Supervisors; the Nursing
Supervisors were to turn the work orders into the
Maintenance Direclor, and he, or housekeeping
staff, would perform the repairs and/or cleaning.
The Maintenance Director said he was aware that
the carpet "was an issug" but the Managing
Partner had nof approved to have the carpet

C. Aroom to room inspection was performed
y the Director of Housekeeping throughout
the entire facility for other torn or worn mats,
lthere were no other residents found to have
been affected by the deficient practice.

3. A review of the safety maintenance policy
‘revealed that it was not all encompassing and
tains, Geri chairs as well as floar mats were

Edded to the policy (See Exhibit #12, Safety

olicy).

b

L. An audit was developed by the IDT (See
Exhibit # 13, Environmental Inspection Audit}
'to monitor for stains, worn equipment
"ncluding Geri-chairs, and floor/fall mats,
Beginning week of 10/14/2013 This audit will
|be performed by Director of Housekeeping 3x
weekly times 3 weeks, then 2x/weekly times 2
weeks, or until 100% compliance is achieved,
then monthly thereafter, Finding is to be report
Lnonth[y to the Quality Assurance Committee
for oversight and direction.

11/14/13
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replaced. Further review with the Maintenance
Director revealed that he was aware of the
Geri-chair in room 138-2 and the Administrator
had crdered the material to repair the armrests.
The Maintenance Director also stated he was not
aware of the torn floor mat in room 124-1 and that
he had not received a work order for the needed
repairs.

An interview with the Administrator on 10/10/13, at
3:40 PM, revealed that he made daily rounds with
the Maintenance Director and also had other
facility staff that may have “fresh eyes" {o observe
the facility for any probler areas. He said that a
copy of every work order is brought to the
interdisciplinary Team {IDT) meeting for
discussion of repair. According to the
Administrator, the carpef was a concern and it
was "on hold" due to the possibility of relocating
{o another facility. The Administrator stated that
he had the material to repair the Geri-chair arms
but had not gotten {o it and was not aware of the
floor mats in Room 124-1.

483.20(k)(3)(ii} SERVICES BY QUALIFIED
PERSONS/PER CARE PLAN

The services provided or arranged hy the facility
must be provided by qualified persons in
accordance with each resident's writlen pian of
care.

This REQGHHREMENT is not met as evidenced
by:

Based on observation, interview, and record
review it was determined the facility faifed to
provide services in accordance with each
resident's written plan of care for one of fifteen

F 253

F 282
F 282

1. A fall mat was immediately
provided for resident #4 to match
care plan for having a mat on both
sides of the bed. She was assessed
for any adverse affects to deficient

F-282 Continued next page...

practice and none were discovered.
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sampled residents {(Resident #4). The facility
falted to provide falt mats for Resident#4 in
accordance with the plan of care developed for
this resident.

The findings include:

Review of the facility's policy titled
“Interdisciplinary Care Plan,” with a revision date
of 10/01/12, revealed the care plan was used as
a guide to provide nursing care to the resident,
The care plan was based on clinical practice and
was a guide for staff to insure the decline in a
resident's status was avoidable if at all possible.

Record review revealed Resident #4 was 96 years
old and had diagnoses that incfuded Senile
Dementia, Alzheimer's Disease, and Abnormal
Posture. According to the Comprehensive
Assessment dated 09/15/13, the facility assessed
Resident #4 to be at risk for falls. Review of care
plans revealed facility staff identified Resident #4
to be at risk for falls or injuries and developed
inferventions that included the use of a low bed
with fall mafs on the floor on both sides of the
bed.

Ohservations conducted of Resident #4 on
10/08/13 at 3:00 PM, 4:30 PM, 5:35 PM, and 5:55
PM, and on 10/09/13 at 8:30 AM, 9:25 AM, 10:10
AM, and 11:30 AM, revealed the resident had only
one fall mat on the floor located on the left side of
the resident's bed.

Interview conducted on 10/10/13 at 10:20 AM
with Certified Nursing Assistant (CNA) #1
revealed she had been assigned to provide
services to Resident #4 on 10/08/13. Furlher
interview revealed the CNA was not aware

£-282 Continued...

2. An audit of alf care plans was
performed by the DON, ADON and
MDSN to determine if any other
residents were at risk for due to the
deficient practice. No other residents
were found to be at risk due to the
deficient practice.

3. The Interdisciplinary Care Plan
Policy was updated on 10/14/2013
to include the use of the Kardex as a
means of continuity of the care plan
and all direct care staff were in-
service by the Director of Nursing,
ADON, MDS and Staff
Development Nurse Coordinator as
to the use of Kardex in following the
Residents Plan of Care (See Exhibit
#19, Physician Orders,
Interdisciplinary Care Plan,
Kardex In-service and sign in
sheet) on 10/14/2013 through
10/22/2013.

4. An Interdisciplinary Care Plan Audit
was developed (See Exhibit #20,
Interdisciplinary Care Plan

Audit) beginning week of
10/14/2013, the audit will be

F -282 Continued next page...
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Resident #4 had been assessed {o have a fall performed by the DON, ADON,
mat on each side of the bed. MDSN or designee on 10% of the
Interview with CNA#2 on 10/10/13 at 10:25 AM, charlt(s a';ld IeSIde“S we?kly fohql
revealed the CNA had heen assigned to provide weeks, then mont y X 1 month then
care for Resident #4 on 10/09/13. According to quarterly x 2 or until 100%
CNA #2, she was not aware two fall mats were fo compliance has been achieved,
be used for Resident #4. fonger if 100% compliance not
An interview with the Unit Coordinator on achlfaved apd ma.mtal.ned. All
10/10/13 at 10:30 AM revealed the Unit findings will be reported to the
Coordinator observed residents numerous imes Quality Assurance Committee for
on a daily basis to ensure care needs were met. review and direction. 11/14/2013
The Unit Coordinator stated she had had not
ohserved that staff had failed to utilize a fall mat
on each side of Resident #4's bed. F 309
F 309 483.25 PROVIDE CARE/SERVICES FOR F 309 )
ss=D | HIGHEST WELL BEING 1. Resident #8, "Heel Float Boots”

Each resident must receive and the facility must
provide the necessary care and services {o attain
or maintain the highest pracficable physicat,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment
and plan of care.

This REQUIREMENT is not met as evidenced
by:

Based on observation, interview, record review,
and facility policy review, it was determined the
facility failed to ensure necessary care and
services to attain the highest practical physical
well-being were provided for one of fifteen
sampled residents (Resident #8). Review of the
medical record for Resident #8 revealed a

were immediately placed on resident
#8. A complete assessment was
performed on Resident #8 it was
found that the resident did not suffer
an ili effects from the deficient
practice.

2. An audit of all physician orders was
performed by the DON, ADON and
MDSN to determine if any other
residents were at risk for due to the
deficient practice, No other residents
were found to be at risk due to the
deficient practice.

F-309 Continued next page...
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for "Hee) Float Boots to be worn on both feet at all
times for wound prevention.”

Observations conducted on 10/08/13, at 3:03 PM,
3:57 PM, and 4:50 PM revealed Resident #6 was
up in a Geri-chair in the haliway; at 6:06 PM, the
resident was observed sitting in a Geri-chairin
the dining room. Observations conducted on
10/09/13 at 8:47 AM, 9:28 AM, and 10:37 AM
revealed Resident #8 sitting up in a Geri-chairin
the haflway. Observations revealed Resident #8
did not have the heel float boots in place during
the observations condueted on 10/08/13 and
10/09/13.

An interview conducted with Cerlified Murse Aide
{CNA}#17 on 10/09/13, at 1:35 PM, revealed she
provided care lo Resident #8 during the 6:00 AM
to 2:00 PM shift on 10/08/13 and 10/09/13. CNA

the following of Physician Otders.
(See Exhibit #21, Physician Order
Verification Audif). Beginning week
of 10/14/2013 the audit will be
performed by the DON,ADON,
MDSN or designee on 10% of the
charts and residents weekly for 4
weeks, then monthly x 1 month then
quarterly x 2 quarters or unti! [00%
compliance has been achieved,
longer if 100% compliance not
achieved. All findings will be
reported to the Quality Assurance
Committee for review and direction
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physician's order, dated 08/22/13, for the resident 3. The Physician Delegation of Tasks
to have "Heel Float Boots" to bioth feet at all times Policy was reviewed by The
for wound prevention. However, the facility failed Interdiscinlinary Team consisting of
to provide the services as ordered by the bl fl‘) A y istrator. DON &
physician to Resident #8. a blend of Administrator, DON,
ADON, MDS, SDC, SSD, UC,
The findings include: among others and found to be in
Review of the failitvs policy fited. "Physici compliance with CMS regulations
eview of the facllity's policy titled, "Physician : . i
Delegation of Task,” dated 10/01/12, revealed a Licensed staff were In serviced on
care plan was 1o be developed according to the Physicians orders and tlal‘lsc:‘lptlon
physician's orders, and aftainable interventions to ensure a means of continuity of
would be put into place. the care plan Care (See Exhibit #19,
Physician Orders
Review of the medical record for Resident #8 I ty discinli ’C Pl
revealed the facility admitted the resident on niterdiscip mal:y are ] anf
02/17/11, with diagnoses that included Urinary Kardex In-service and sign in
Retenticn, Diabetes Mellitus, Osteoarthritis, and sheet) on 10/14/2013 through
Depression. Review of the physician's orders for 10/22/2013.
Resident #8 revealed an order, dated 08/22/13, 4. An audit was deveioped to monitor

11/14/2013
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#17 siated she was not aware that Resident #8
was to wear the heel float boots at all times. CNA
#17 stated she thought Resident #8 was only to
wear hisfher heel fioat bools when he/she was in
bed.

An interview conducted with Registered Nurse
{RN) #2 on 10/09/13, at 1:28 PM revealed
Resident #8 was to wear the heel float boots
while in bed according fo Resident #8's Care
Ptan.

An interview with the Unit Coordinator on
10/10/13 at 10:30 AM revealed the Unit
Cooerdinators observed residents numerous times
on a daily basis to ensure care needs were met;
howaver, occasionally care needs of the
residents were overlooked.

F 363
An interview conducted with the Director of
Nursing {DON) on 10/10/13, at 3:52 PM, revealed
the facility reviewed medical records to ensure
services were being provided as ordered by the i
physician; however, she had not identified that ’
staff had not utilized the heel fioaf boats for

The residents were immediately
provided condiments for their meal

Resident #8 on a daily basis. The DON as was listed on the menu.
acknowledged the physician's order was for the 2. A survey of all residents’ trays by
heel float boots to be worn at all times by the Director of Dictary Services

Resident #8. The DON said the order must have
been transcribed inaccurately and the mistake
had not been identified when the medical records

during meal time revealed that all
trays lacked the condiments that

were reviewed. were listed on the menu.
F 363 | 483.35(c) MENUS MEET RES NEEDS/PREP IN F 363 Condiments that were listed on
ss=E | ADVANCE/FOLLOWED menu were provided to each resident

Menus must meet the nulritional needs of that was affected.

residents in accordance with the recommended )
dietary allowances of the Food and Nutrition £-363 Continued next page...
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Board of the National Research Council, National
Academy of Sciences; be prepared in advance;
and be followed.

This REQUIREMENT is not met as evidenced
by;

Based on chservation, interview, and review of
the facility's policy, it was determined the facility
failed to follow the pested menu at the noon meal
on 10/09/13. Cheeseburgers, "tater tots,” and
condiments (ketchup, mustard, and mayonnaise)
were on the menu to be served to the facility's
residents. However, observations of the meal
service revealed the facility failed to ensure the
condiments were placed on the residents' frays
as specified on the posted menu.

The findings include;

Review of the Dining Services policy, dated
10/12/12, revealed menus were to be followed on
a daily basis and any changes were to be posted
on the menu substitution log.

Review of the posted menu for the noon meal on
10/08/13, revealed the menu specified that
condiments (ketchup, mustard, and mayonnaise})
were to be served with the meal.

Observations of the noon meal on 10/09/13,
revealed residents were served cheeseburgers,
tater tots, sandwich garnishes {tomato and
onion), and cheesecake. Further observation
revealed diefary staff had not placed any
condiments (ketchup, mustard, or mayonnaise)
on the residents’ trays for the cheeseburgers and
tater fots as specified on the posted menu.
Observation in the dining room revealed

3.

F-363 Continued...

The dietary manager was re
educated on the need to follow
menus as they are published for the
residents (See Exhibit #14,
Counseling form), this was
performed 10/13/2013. Staff was in
serviced on the Dietary 7 day menu
policy on 10/14/2013 by the dietary
manager. (See Exhibit #15, 7 day
Menu Policy and sign in sheef).
An audit was developed to ensure
the accuracy of the trays and that
condiments were provided. (See
Exhibit #16, Tray Accuracy
Audit), Beginning week of
10/14/2013, the audit is to be
performed by the Director of
Dietary Services daily x 7 days then
weekly x one month, then quarterly
thereafter. The results of the audit
will be reported to Quality
Assurance Committee for oversight
and direction.

11/14/2013
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condimenis were placed on a cart in the dining
room. Staff serving residents in the dining room
gave residents condiments only when residents
requested condiments.

Interview with seven alert residents attending the
group interview conducted on 10/09/13 at 10:45
AM, revealed condiments were not put on the
residents’ trays. The residents stated
sandwiches/burgers were too dry without any
condiments, and the French fries tasted betler ‘
with ketchup. The residents stated the only time §
they received condiments such as ketchup, {

mustard, and mayonnaise was when they
requested them.
The Dietary Manager (DM) acknowledged in F 371
interview conducted on 10/08/13 at 11:35 AM that
Kitchen staff had not placed condiments on the 1. The resident #6 was immediately provided
residents’ meal trays, but condiments {ketchup, a fresh covered desert for their meal.
mustard, or mayonnaise) were on a cari available 2. A survey of all residents’ trays and
for residents who could request them. observation by the Director of Dietary
F 371 483.35(i} FOOD PROCURE, F 371 Services during meal tiine revealed that no
55=p | STORE/PREPARE/SERVE - SANITARY other residents were affceted by the
deficient practice. AH trays were delivered
The facility must - in accordance with state regulations.
(1) Procure food from sources approved or 3. The Director of Dictary Services was
considered satisfactory by Federal, State or local counseled and directed to in-service all
authorities; and dietary employees on proper (See Exhibit
(2} Store, prepare, distribute and serve food #14, Counseling form), the dictary
under sanitary conditions sanitation poticy was reviewed and updated

on 10/14/2013. (See Exhibit #17, Dietary
Sanitation Policy and sign in sheet). Staff]
was in serviced by the Dictary Dircetor on
10/14/201, as to No food atlowed to leave
kitchen uncovered.

This REQUIREMENT is not met as evidenced

by:

iF~371 Continued next page...
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F 371 Continued From page 59 F a7
Based on observations, interview, and review of 4, An audit of the dietary carts was
the facilily's poiicy, it was determined the facility developed to ensure that no food

failed to ensure foods were served to residents
under sanitary conditions for one of fifteen
residents (Resident #6). Qbservations of the

was being served uncovered.
(See Exhibit #18, Dietary cart

evening meal on 10/08/13, on the Raley Hall audit). Beginning week of
revealed staff served a meal tray with the dessert 10/14/2013, this is to be
uncovered and exposed to the envirgnment, performed at every meal x 7

days, then daily x | week, then
weekly x 1 month until 100 %

Review of the Dining Room-Meal Service policy, compliance is achieved and
dated 03/11/13, revealed foods would be served maintained. The dietary manager

fo all residents under safe and sanitary will then provide oversi ght on an
conditions. .
as needed basis to ensure that

Observations, conducted during the evening meal deficient practice is not repeated.
on 10/08/13, revealed a closed meal cart was
delivered to the Raley Hall at 5:35 PM. Staff was
observed fo distribule the frays io residents in
their rooms. At 5:40 PM, facility staff was
observed to remove a meal tray from the food
cart and carry the tray down the hallway through
the resident smoke area, to the back table of the
facility's dining room {approximately 90 feet away
from the food cart); the resident's dessert on the
meal fray was noted to be uncovered.

The findings include:

11/14/2013

Interview with Certified Nurse Aide (CNA) #3 on
10/08/13, at 5:50 PM, revealed she had been
trained to ensure food items were covered when
delivering trays to the residents. CNA #3 stated
diefary staff was responsible to cover the foods
on the residents’ trays. CNA#3 also stated she
recognized the dessert was uncovered, but she
did not think about covering the dessert before
carrying the tray down the hall and into the dining
room area.
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interview conducted with the Dietary Manager
(DM} on 1011013, at 1:15 PM, revealed the
dessert should have been covered when being
carried down the hallway. In addition, the Dietary
Manager stated the CNA should have obtained a
covered dessert from the kifchen before serving
the tray to Resident #6.
Interview with the Director of Nurses (DON} on
10/0/13, at 2:40 PM, confirmed all foed items
should be covered during tray defivery and the
CNA should have obiained another dessert from
the kilchen before serving the tray to Resident #6. F-490
The DON stated nursing staff had been {rained to
push the food cart from door to door to deliver 1. The affected RSD cases were re opened.
resident trays. The residents were immediately
F 490 | 483.75 EFFECTIVE F 490 protected, and investigations consisting of
55=, | ADMINISTRATION/RESIDENT WELL-BEING staff, family and resident interviews as

A facility must be administered in a manner that
enables it to use its resources effectively and
efficiently fo aftain or maintain the highest
practicable physical, mental, and psychosocial
well-being of each resident.

This REQUIREMENT is not met as evidenced
by:

Based on observations, interview, record review,
review of the facility's investigation, and a review
of policy/procedures it was determined facility's
Administration failed to ensure its resources,
including policies related to abuse and neglect,
were used effectively and efficiently to maintain
ihe highest practicable physical, mental, and
psychosocial well-being for five of fifteen sampled
residents (Residents #1, #5, #6, #7, and #9) and
one unsampled resident {Resident B).

RSD #1

F-F490 Continued next page...

well as head to toe assessments were
performed There were no signs, symptoms
or indications of abuse found.

Allegation: Mental Abuse, Original Date:
6/6/2013, Re-cpened date: 10/13/13, Date
reported 10/13/13, completed Date: 10/17/13:
(RSD #1) had inappropriate comments written
on brief; {employee} was suspended by DON.
An investigation was completed by the use of
interviews with staff working at the time of
incident as well as residents residing on the
same unit. A head to toe assessment was
completed on this resident by the DON,
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There were no bruising, skin tears or other
Review of the facility's 185 Grievance/Complaint evidence of injury found. Conelusion: It was

Reports since the last standard survey conducted
on 09/11/12, revealed 8 of these reports were
allegations of abuse/neglect and 8 were
allegations of misappropriation. However, the
facility Administration failed to ensure these
aflegations were reported fo the State agencies
as required and failed to ensure the facllity's
investigations included witness interviews, record
reviews and an assessment of the alleged victims
{residents).

Interview with the Administrator revealed the
Grievance/Complaint Reporls were reviewed
during the daily Interdisciplinary Team {IDT)
meetings regarding the alleged incidents of abuse
and the appropriate decisions had been made
regarding resident protection, reperling, and
investigation for the reporied allegations of
abuse. According to the Administrator,
allegations of abuse were not reporied to the
stafe officials untess the facility determined the
allegation had occurred.

The failure of the facility to ensure the facility was
administered in a manner that enabled its
resources to be used effectively and efficiently to
attain or maintain the highest practicable physical
wellheing placed residents at risk. In addition, the
facility's failure to immediately repori all
allegations of abuse, neglect, exploitation, and
misappropriation of resident property, failure to
protect residents during the course of an
investigation of abuse, and failure to investigate
an allegation of abuse caused, or was likely to
cause, serious injury, harm, impairment, or death
fo residents in the facility. immediate Jeopardy
with Substandard Quality of Care was determined

found through interviews with staff, the
:message written on the brief was not intended
for the resident. it was intended for another
Lamployee in a ptayful manner that would be
|-:hecking the residents brief on next round.
‘lUnsubstantiated and re-educated (was placed on
Follow-up Nursing/Facility Staff Performance
IProgrant, in which an a staff member is given
pecific goals related identified issues or
notential issues to be reached and maintained
hroughout the program and is monitored daily
vhile at work by Direct Nursing Staff and
’Super\'isors and mects weekly with DON or
DON for one month for any rcoceurrences of
omplaints or infractions and quality of care
&)eing rendered) (See Exhibit #11, Follow-up
wising/Facility Staff Performance Program
olicy and Form),
SD#5
llegation: Physical Abuse, Original Date:
/912013, Re-opened date: 10/13/13, Date
reported 10/13/13, completed Date: 10/17/13:
RSD #5 states that (SRNA) pushed her, RSD
rotected, an investigation was conducted by
1se of interview with SRNA and (Resident #5)
s well as interviews with other staff and
esidents on the same unit. A head to toe
ssessment was perforimed on RSD #5 that
evealed no signs or symptoms of abuse were
resent, including but not limited to bruising, or
kin tears. Conclusion: Resident is care
tanned for non compliance of care; this
ncludes the use of Medical Bi PAP Machine. A
ctermination was made that SRNA (employee)
F-490 Continued next page...
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to exist on 09/25/13 at 42 CFR 483.13 Resident Assisted RSD #5 down in the wheelchair to

Behavior and Facility Practices. The facility was
notified of the Immediate Jeopardy on 10/ 11/13.
(Refer to F225 and F226.)

An acceptable Allegation of Compliance (AQOC)
was received on 10/22/13, which alleged removal
of Immediate Jeopardy on 10/22/13. The State
Survey Agency determined the Immediate
Jeopardy was removed on 10/22/13, which
lowered the scope and severity to "D" while the
facility monitors the effectiveness of systemic
changes and quality assurances activities.

The findings include:

Review of the facility's Abuse policy, revised
01/23/13, revealed the facility had developed
policies in an effort to prevent abuse and to
ensure allegations of abuse wouid he
investigated, residents protected from further
potential abuse during the investigation, and the
allegation would be reported to the state
agencies. Further review of the facility's policy
revealed the Administrator, Social Services
Director, and Director of Nursing would be
informed immediately of all allegations of abuse,
neglect, exploitation, and misappropriation of
resident personal property.

1. Review of a Grievance/Complaint Report
revealed Resident #7 reported to Licensed
Practical Nurse (LPN) #2 on 09/25/13, thata
night shift Certified Nurse Aide {(CNA) was very
rough when she provided care for the resident on
09/2413 and had "jerked" the resident's arm and
leg. The report revealed the facility had
conducted an interview with Resident #7 and the
resident reported the CNA was a "red-headed girl,

f(ecp her from falling. The resident was
xhibiting signs of extreme confusion and
Felhargy potentially secondary to refusal to wear
Ia Bi Pap Machine, causing resident #5
confusion, sleepiness, and to be slow moving,
SRNA stated that she felt RSD #5 was going to
all over her bedside table so she (SRNA) sat
her in the wheelchair to keep her from falling.
SRNA is no longer employed with the facility.

his was on going and compieted on October
17, 2013. Appropriate siate agencies were
immediately notified.

RSD #6

legation: Neglect, Original Date: 8/29/2013,
Re-opened date: 10/13/13, Date reported
10/13/13, completed Date: 10/17/13: Resident
amily stated RSD #6 did not receive his 1400
ose of Risperadol, An immediate head to toe
ssessmert was completed; a thorough
investigation was performed by interviewing ail
|lhe nurses that had provided care to this resident
and dispensed medications frorn the residents
cart, a complete count of the Risperadol was
lperformed. The count of the drug was correct,
the MAR revealed that the Risperadol was given
and signed out on the MAR. An interview with
the RN revealed that the medication was given
Iper physician orders. The resident had not had
an increase in behaviors or agitation.

F-490 Continued next page...
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who wore her hair on top of her head."” Resident
#7 reported the CNA stated, "I'm in a hurry and
have other people o do and have to get out of
here," and began "jerking" on him/er while she
removed the resident's gown. Residenf#7 stated
the CNA hurt hisfher arm and that he/she asked
the CNA not to "be so rough and hateful,” and
began to cry. Documentationin the report
revealed the facility idenfified the "red-headed
girl" as CNA#4.

Interview with the facility's Social Services Director
(SSDYon 10/12/13, at 4:10 PM, revealed after the
DON was nofified the DON informed her that she
would look at the statement from CNA #4 and
determine later what action to fake. The

55D stated she felf like the resident's report was
an allegation of abuse and " felt | should have
called itin but | don't have the authority. It has
always been the Administrator’s final decision to
caltitin"

Interview with the Administrator on 10/12/13, at
2:40 PM, revealed the incident dated 09/25/13,
relaled to Resident #7 was reviewed in the
Interdisciplinary Team {IDT} meeting and the
team had viewed the report as a complaint and
not an allegation of abuse. The facility
Interdisciplinary Team (IDT) consisted of the
following staff: Administrator, Director of Nursing,
Assistant Director of Nursing, Staff Development
Nurse, Social Services Director, Minimum Data
Set Nurse, Director of Finance, Medical Records
Director, Managing Pariner, Director of Dietary,
Housekeeping Director, Director of Maintenance,
Unit Coordinator Nurse, Nurse Supervisor, and
Restorative Program Nurse. The Administrator
said that no injury occurred to Resident #7 and
therefore he did not feel Resident #7, or other

Allegation: Physical Abuse Qriginal Date:
9/25/2013, Re-opened date: 10/13/13, Date
feported 10/13/13, completed Date: 10/17/13;
RSD #7 alleged that an aide was rough with
care, In an interview with the roommate and

lresidertt it was alleged that CNA#4 instructed

lﬂthem {Residents} not to ring the call fight as
LNeII. {This complaint was re-opened October
Pl, 2013, An investigation was completed with
ilnterviews of residents and staff) the CNA #4
{employee} was suspended by DON an
investigation was completed, as well as, a
lphysicai assessment of resident was performed
by DON and no injuries were noted such as
bruising, skin tears, abrasions etc. Conclusion:

tatements were taken from other residents

nd employees,
interviews of other residents revealed, that no
lother residents voiced complaints related to
-lthe roughness in care provided by CNA #4. The
Itomplaint from Resident #7 was investigated
thoroughly, (through interviews with staff
|LNorking the same shift including nurses and

RNA's, and other residents on the same unit}
|repm’ted in a timely manner additional
questioning of resident #7 she states that CNA
l#4 was only rough with her that one time
|Ftating that she was in a hurry to put my night
gown on, rsd #7 states that employee has never
been rough with her before and has not been
l ough since then. Rsd #7 states that she really
likes the CNA #4 and does not mind that she

takes care of her.

F-490 Continued on next page...
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residents in the facility, needed to be protected.,
The Administrator also stated the IDT had
decided not to report the incident to the state
agencies.

2. In addition, seven additional reports of alleged
abuse, neglect, and exploitation were identified
and revealed Resident #7 reported a night shift
aide was "mean” to him/er on 09/11/13;
Resident #9 reported staff refused to toilet
him/her timely and reported he/she was
"squeezed” when being transferred hy facility
staff; staff reported inappropriate markings were
discovered on Resident #1's brief; Resident #5
alleged staff "pushed" him/her in the back; staff
failed to administer medication as reported for
Resident #6; and staff failed to provide
appropriate care during meaitime involving
Resident B. In addition, eight allegations of
residents’ missing monies were reported to the
facility. However, the facility failed to report the
allegations to the state agencies, failed o protect
residents during an investigation, and failed to
ensure the allegations were investigated by
ensuring witnesses were interviewed, victims
were assessed as indicated, and record reviews
were conducted as indicated.

The Administrator acknowledged in inferview
conducted on 10/13/13, at 1:40 PM that he was
aware of each of the 16 allegations. The
Administrator stated he felt like the Abuse policy
had been followed and befieved the IDT had been
working at the facility for a fong time and believed
they were frained and were "doing their jobs."
However, the Administrator stated staff had
evidently "become complacent” regarding the
established policies/procedures related to abuse.

F-490 Continued...
F 490
IAdditional questioning ook place with the
roonumate; she states that CNA #4 pulled rsd
#7°s crippled leg and that rsd #7 told her about
if, roommate states that SRNA immediately
apologized stating that she did not mean to putl
Qer leg. Roommate states that SRNA has never
been rough with her and she has never seen her
be rough with any other resident, and that she
kaes SRMNA, SRNA instructed those (Residents)

ot to ring the call light as well. {This complaint
h\'as re-opened Oclober 21, 2013, A thorough
investigation was completed with interviews of
residents and staff). Upon further investigation
vith (Resident #7) it was determined that
(Employee) stated “Do not put the call light on™.
EISD #7 also stated that she was unsure as to
|\'hy (Employee) made that statement. Upon
Fnterviewing roommate she stated that
EEmployce) stated “Don’t put your call fight on”

-oommate stated that CNA #4 stated this as she
vas leaving the room both residents is unsure as
1o why the statement was made by (Employee).
taff that worked with CNA #4 was interviewed
o determine if they knew that CNA #4 would
Itell residents not to put on the call light. Staff
I tatements reflect that they had never witnessed
CNA #4 speaking in that manner to any resident
r asking thein not to put on their call lights,
nterviews with other residents revealed that
hey had never been told to not put on their cail
tights by CNA #4.

F-49¢0 Continued next page...
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*An acceptable Allegation of Compliance {AOC)
refated to the Immediate Jeopardy was received
on 10/22/13, which alleged the immediate
Jeopardy was removed on 10/22/13.

A review of the AOC revealed a complete
anatomical assessment was conducted by the
DON, Nursing Supervisor (NS}, MDS Nurse, and
Unit Coordinator {UC) for signs or symptoms of
abuse for all in-house residents utifizing a newly
implemented Abuse/Complaint Assessment Tool
on 10/11/13. In addition, all alert and oriented
residents as well as staff were interviewed by the
DON, SSD, MDS Nurse, UC, Staff Development
Coordinator {SDC), and Medical Records Director
{MRD) to ensure no evidence of suspected
abuse, neglect, exploitation, or misappropriation
had not been reported. The AOC stated all past
reports of abuse and grievances for the past year
were reporied to the stafe agencies and a
thorough investigation was initiated into eight
allegations related to abuse/neglect as well as
protection of the resident during the investigation.

The AOC revealed the facility's Abuse Policy was
reviewed and updated in accordance with the
State Operations Manual (F225 and F226) on
10/10/43. In-service fraining was initiated on
10/10/13 and completed on 10/12/13, for 100
percent of facility employees by the Stalff
Development Coordinator (SDC).

The ACC further revealed the Administrative staff,
including the Adminisirator, DON, and SSD, was
counseled by the Corporate Officer and retrained
by the Staff Development Nurse on 10/10/13 on
the Abuse policy.

Further review of the AQC revealed the facility

It was determined that CNA #4 had
established a pattern of complaints and
review of past counseling’s related to not
following care plans, such as resident to be
transferred by two person assist with the
Fse of Hovyer lift, it was determined that

he potential for abuse and neglect was
nresent if she remained in the facility. A
proactive approach was taken in this
allegation to terminate the employee

ipreventing any potential abuse, neglect,

:exploitation or misappropriation from this
individual in the future, (Substantiated,

:Employee Terminated 10/21/2013).
RSD H9

IrAIlegation: Neglect, Original Date:
6/13/2013, Re-opened date: 10/13/13, Date
#eported 10/13/13, completed Date:
me 7/13: (RSD #9) slates that (employee)
efused to take her to the bathroom,
:emp]oyee was suspended and a thorough
investigation was completed. Conclusion:
Additional investigation revealed that
(Employee) did not refuse to take to the
foilet as evident by interviews with staff
embers that were present at the time and
esidents roommate and residents that lived
on the same unit as RSD #9.

RSD #9:

Allegation: Physical Abuse, Original Date:
(6/05/2013, Re-cpened date: 10/13/13,
Date reported 10/13/13, completed Date:
10/17/13; (RSD #9) states that a big giri
squeezed her.

-490 Continued next page...
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would ensure confinued compliance through the
completion of a daily Continuous Quality
Improvement (CQU) form to be reviewed during
the daily CQI meeting to ensure all
.concerns/grievances have been thoroughiy
reviewed and all issues have been addressed per
policy with appropriate reporting to the state
agencles. The CQl form will be reviewed daily by
the Administrator and bi-weekly by the Managing
Partner. In addition, the AOC noted an Abuse
Log would be completed daily by the SSD, DON,
ADON, MDS Nurse, or NS and reviewed daily by
the Administrator, DON, or designee. The
Administrator would provide daily oversight to
ensure all allegations of abuse, neglect,
misappropriation of property identified will be
investigated in a imely manner, involved staff
was immediately suspended, and state agencies
were nolified immediately. The AOC further
indicated the Allegations of Abuse Log would be
utilized (o track/trend reported allegations and
would be reviewed monthly with the QA
Committee.

**The surveyors validated the corrective action
taken by the facility as follows:

Review of the facility's documentation revealed a
100 percent audit had been conducted of all
in-house residents on 10/11/13 by the DON to
identify any potential signs or indicators of abuse,
neglect, or misappropriation. A review of the daily
census for 10/11/13, verified all residents had
been assessed for abuse, neglect, and
misappropriation. Review of the
Abuse/Complaint question assessment toof and
interviews conducted with residents and facility
staff revealed no signs or symptoms of abuse
were evident. A review of the facility's
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IF-490 Continued...

SRNA was suspended by DON and an
nvestigation was conducted which included
nierviews with Staff that were present and
esidents on the same unit. A physical
assessment was conducted, that revealed

o bruising, skin tears or any other signs of

buse. Conclusion; Determination made
that accused SRNA did not squeeze
'(Resideni) after interview with SRNA and
'(Resident). {Resident) siated that she
'simpiy did not like the way she was
transferred that time. Noted, (Resident) has
|-ciiag,nosis of severe rheumatoid arthritis and
| ontinuous generalized pain of entire body.
in addition to: Obsessive Compulsive
Disorder, Depression and Anxiety requiring
}wild and soft transfers, Allegation was
unsubstantiated; SRNA was re-educated on
|proper transferring techniques with this
esident). SRNA was able to demonsirate
how transfer {ook place with RSD #9 and
kNas directed on how to better transfer with
this resident by the DON. Has diagnosis of

evere rtheumatoid arthritis and continucus
igeneraﬂized pain of entire body. In addition
1o: Obsessive Compulsive Disorder,
Depression and Anxiety RSD #8, as related
to her diagnosis of Obsessive Compulsive
Disorder.

F-490 Continued next page...
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investigations revealed the facility had reopened
the allegations identified in the AOC and had
conducted a more thorough investigation which
included suspension/termination of the alleged .
perpetrators and appropriate reporling of each
allegation immediately to the state agencies.
Interview conducted with the DON on 10/23/13
revealed the investigations had been reopened
and witness interviews and other perlinent data

he was placed on a Bowel and Bladder
lan by her Physician with interventions
ncluding; toilet every 2 hours at specific
imes. {Employee) was following the plan of
care set forth by the Physician, and
encouraging RSD #9 to wait until the set
ime to go. The bowel and bladder plan has
een care planned and discussed many

o

o

y—

had been used to determine if the alfegation was times with RSD #9. She is in agreement
substantiated or unsubstantiated. The DON also ith the plan. She still continues to ask to
provided evidence that protection had been Igo the toilet every 15-30 minutes. Staff

provided for the residents during the investigation . j ) .
and the allegations had been reporled {o the state Icontlnues to re-educate her on a daily basis

agencies as indicated in the AOC. as to her planned program set forth by her
physician, Note: (Resident) has been on the

Review of the facility's Abuse policy revealed the lscheduled Bowel and Bladder Program

policy had been revised to reflect interventions to !since 1/18/2013. The Alfegation was

be utitized to deal with reporting, protection, and lUnsubstantiated, (Employee) was re-

mves“gat.“.m,(’f.a" a"‘?gat'?ns Pf abuse. Areview leducated as to {Resident) specific Bowel
of the facility's in-service sign-in sheets, pre/post |

tests, and interviews with staff (RN #1, LPN #10, and Bladder Program and proper toileting
LPN #11, CNAs #13, #14, #15, and #16, technigues.

Housekeeping Staff Members #1 and #2, and |

Dietary Staff Member #1) on 10/23113, verified RSD °B”

staff had been in-serviced on 10110413, 10/11/13, |

10/12/13, 10414713, 10/15/13, 10/17/13, 10/19/13, Allegations: Neglect, Original

and 10/21/13, as stated in the AQC. Staff further Date:9/25/2013, Re-opened date:
revealed they had been in-serviced on the 10/13/13,Date reported 10/13/13,
revised/updated abuse policy to include timely completed Date: 10/17/13: A visitor

reporting of any allegation of abuse/neglect by the lalie es that (RSD “B") was choking and
use of a pre/post test, The revised abuse policy | 9 o - g h
material included educating staff on how to ' Icoughlng in the dining room, they state the

identify, assess, complete thorough aide did nothing for him and wiped his
investigations, and timelfy reporting. | outh "hard”® {(employee) was suspended
and a thorough investigation was completed

Revlew of the Performance Improvement Forms %y interviewing staff that were present
dated 10/10/13 verified counseling was provided

for the Administrator, DCN, and the SSD by the

F-490 Continued next page...
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Corporate Officer. In addition, review of the in-
service records dated 10/11/13 revealed
refraining related to the Abuse policy was
provided to the Administrator, DON, and the SSD
on 10/11/3. Interviews conducted with the
Administrator, DON, and the SSD on 10/23/13
confirmed counseling and reeducation had been
provided as stated in the ACC.

Interviews conducted with members of the IDT
team {Administrator, SSD, DON, UC, Dietary
Manager, Activities Director, SDC, and MD$
Nurse) on 10/23/13, revealed the allegations of
abuse, neglect, exploitation, and misappropriation
were reviewed daily during the IDT meeling to
ensure the allegations/concerns were
appropriately reported, investigated, and resident
protection provided.

Review of the Abuse/Complaint question
assessment tool and interviews conducted with
Residenis #3, 1, J, K, L, and M on 10/23/13,
verified staff had interviewed them daily from
10/11/13 to 10/18/13 fo determine if any abuse
had occurred. Further review of the
abuse/complaint questionnaire revealed the
Administrator, DON, and Managing Pariner
reviewed the information daily. Interview
conducted with the Administrator on 10/23/13, at
5:45 PM, revealed he reviewed the Abuse Log
daily and any identified discrepancies were
corrected immediately to ensure all allegations of
abuse, neglect, or misappropriation were
investigated and reported, and protection for
residents was provided appropriately. The
Administrator stated the Abuse log would be
utilized as a tracking/trending tool to report any
trends and problerns to the QA Committee.

During meal time as well as other residents
that were present. A physical assessment
Ltvas completed and no adverse affects werg
lnoted, lungs were clear, afebrile, vital signs

ere normal and resident was in no

istress. Conclusion: RSD has worked with

peech Therapy and has had a five (5}
F‘rodiﬂed Barium Swatiow studies from
6/2012 to 5/2013. The physician is aware
iand has declined the use of a feeding tube.

he RSD is care planned for choking and
coughing episodes during meals. Staff is
Ieducated to stop feeding and allow him to
tCough and Clear” while being monitored

y the feeding staff during these episodes.

nsubstantiated and re-educated as to
t)roper feeding techniques and the potential
for this resident to aspirate during feeding
!and when to alert nursing staff to potential
Laspiraiion.

he facility replaced Residents Monies missing
for the following residents #9,#11,D, E, F, and
§G when incident occurred. Employees were
interviowed by the Director of Social Services, 1o

etermtine events surrounding the missing

onies. Residents that live on the same units

side from the RSDs listed above were
interviewed. Residents were also interviewed at
the time the monies went missing and there was
|L10 evidence found to imply that impropriety had
oceurred other than the disappearance of

onies without reason or

IF-490 Continued Appendix “A”...
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A facility must maintain a quality assessment and
assurance committee consisting of the director of
nursing services; a physician designated by the
facility; and at least 3 other members of the
facility's staff.

The quality assessment and assurance
commitiee meels at least quarterly to identify
issues with respect to which quality assessment
and assurance activities are necessary; and
develops and implements appropriate plans of
action to correct identified quality deficiencies.

A State or the Secretary may not require
disclosure of the records of such commiitee
except insofar as such disclosure is refated to the
compliance of such committee with the
requirements of this section.

Good faith attempts by the committee to identify
and correct quality deficiencies will nof be used as
a basis for sanctions.

This REQUIREMENT is not met as evidenced
by:

Based on interview, record review, and raview of
the facility's policies and investigations, it was
determined the facility faited to maintain a quality
assessment and assurance committee that
identified quafity deficiencies and failed to
develop and implement appropriate plans of
action to correct identified deficiencies. A review
of facility investigations conducted since the last
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F 520 | 483.75(0)(1) QAA Fs0| 1. RSD#I
ss=J | COMMITTEE-MEMBERS/MEET Allegation: Mental Abuse, Re-ppened date:
QUARTERLY/PLANS 10/13/13, Date reported 10/13/13, completed

Date: 10/17/13: {RSD #1) had inappropriate
comments written on brief; (employee) was
suspended by DON. An investigation was
ompleted by the use of interviews with staff
‘fuorking at the time of incident as well as
residents residing on the same unit. Ahead to
toe assessment was completed on this resident
y the DON, there were no bruising, skin tears
r other evidence of injury found. Conclusion: it
leas found through interviews with staff,
lrr—:vealed the message written on the brief was
ot intended for the resident. t was intended
for another employee in a playful manner that
would be checking the residents brief on next
ound. Unsubstantiated and re-educated (was
laced on Follow-up Nursing/Facility Staff
Performance Program, in which an a staff
member is given speeific goals refated identified
issucs or potential issues to be reached and
aintained throughout the program and is
l::onitored daily while at work by Direct
Nursing Staff and Supervisors and meets weekly
with DON or ADON for one month for any
reoccurrences of complaints or infractions and
quality of care being rendered) (See Exhibit
#11, Follow-up Nursing/Facility Staff
Performance Program Poliey and Form)

F-520 Continued next page...
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standard survey on 09/1112, revealed eight of
these reporls were allegations of abuse/neglect
(involving Residents #7, #9, #1, #5, #6, and B)
and eight were allegations of misappropriation
(involving Residents #9, #11, D, E, F, and G}.
Interview and record review revealed
administrative staff failed to ensure investigation
of these allegations included witness and
potential withess interviews, record review when
indicated, and resident assessments when
indicated. Administrative staff failed to protect
residents and failed to repor! all allegations of

1 abuse to the state agencies. The facility failed fo
recognize that their established abuse policy for
reporling abuse was not effective, and therefore
failed to implement any corrective actions to
correct these problems. (Refer to F225, F226,
and F480.)

The facility's failure to identiify quality deficiencies
and failure to develop and implement appropriate
plans of action to correct identified deficiencies
regarding profecting residents from abuse and
reporlingfinvestigating allegations of abuse
caused, or was likely to cause, serious injury,
harm, impairment, or death to residents in the
facility. Immediate Jeopardy was identified an
10/11/13 related to abuse. Immediate Jeopardy
with Substandard Quality of Care was determined
to exist on 09/25/13 at 42 CFR 483,13 Resident
Behavior and Facility Practices {(F225 and F226)
and 42 CFR 483.75 Administration {F490 and
F520). The facility was nofified of the Immediate
Jeopardy on 10/11/13.

An acceptable Allegation of Compliance {ACC})
was recaived on 10/22/13, which alleged removal
of Immediate Jeopardy on 10/22/13. The State
Survey Agency determined the immediate

F-520 Continued...
F 520
RSD #5

Allegation: Physical Abuse, Re-opened date:

10/13/13, Date reported 10/13/13, completed
Date: 10/17/13: RSD #5 states thai (SRNA)
pushed her, RSD protected, an investigation was
conducted by usc of interviews with SRNA and
Resident #5) as well as interviews with other
staff and residents on the same unit. A head to
foe assessment was performed on RSD #5 that
tevealed no signs or symptoms of abuse were
present, including but not limited to bruising, or
skin tears. Conclusion: Resident is care
F}lanned for non compliance of care; this

d

includes the use of Medical Bi PAP Machine. A

etermination was made that SRNA (employec)
Iassisted RSD #5 down in the wheelchair to keep
;her from falling. The resident was exhibiting
figns of extreme confusion and lethargy .

econdary to refusal to wear a Bi Pap Machine,
Eotentially causing her carbon dioxide levels to
e increased, causing RSD #5 to exhibit signs of]
confusion, sleepiness, and to be slow moving.
SRNA stated that she felt RSD #5 was going to
fall over her bedside table so she (SRNA) sat
her in the wheelchair to keep her from falling.
SRNA is no longer employed with the faeility.
This was on going and completed on October
17, 2013. OIG, APS were notificd.

F-520 Continued next page...
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Jeopardy was removed on 10/22/13, which
lowered the scope and severity fo "D" while the
facility monitors the effectiveness of systemic
changes and quality assurances activities.

The findings include:

Review of the facility's policy and procedure
entitled Quality Assurance/Risk Management
Plan, (revised on 08/30/08) revealed the facility
would esfablish and maintain a Quality
Assurance/Risk Management Commitiee. The
policy identified the Quality Assurance {QA}
Committee would be responsible o assure the
facility maintained compliance with all state and
federal laws. The policy noted the Administrator
was the QA chaiperson and would also serve as
the Risk Manager of the facllity. in addition, the
policy noted the QA Committee would supervise,
make recommendations, and take corrective
actions on all problems identified and the
Administrator or designee had final responsibility
for the implementation of plans of corrections for
identified concerns.

Interview with the Administrator on 10/13/13, at
1:40 PM, revealed the Grievance/Complaint
Reports were placed on an Abuse Log each
month by the SSD and the log was reviewed
monthly by the QA Committee. The Administrator
stated any unresolved issues noted on the
Grievance Log would be discussed and an action
plan would be implemented. The Administrator
stated no unresolved concerns were identified on
the Grievance Logs. The Administrator further
stated the Grievance Log contained all
grievances but no abuse/neglect concerns were
listed on the Grievance Log since the IDT had

reviewed these concerns during the daily

RSD #6
e-opened date: 10/13/13, Date reported
10/13/13, completed Date: 10/17/13: Resident
amily stated RSD #6 did not receive his 1400
dose of Risperadol, An immediate head to toe
lf:tssessmem was completed; a thorough
Envesti gation was performed by interviewing all
he nurses that had provided care to this resident
End dispensed medications from the residents
art, a complete count of the Risperadol was
%erformed. The count of the drug was correct,
he MAR revealed that the Risperadol was given
Lmd signed out on the MAR. An interview with
Ihe RN revealed that the medication was given
lper physician orders. The resident had not had
an increasc in behaviors or agitation.
RSD #7
The complaint was re-opened on: 10/13/13,
Date reported to OIG and APS was 10/13/13,
completed Date: 10/17/13; RSD #7 alleged that
an aide was rough with care, In an interview
twith the roommate and resident it was
discovered that CNA #4 instructed them

${Residents) not to ring the call light as weil.

i{This complaint was re-opened October 21,
013. An investigation was completed with
interviews of residents and staff) the CNA #4
I(empleyee) was suspended by DON an
investigation was completed, as well as, a
hysical assessment of resident was performed
y DON and no injuries were noted such as
ruising, skin tears, abrasions etc. Conclusion:
tatements were taken from other residents

and employees.
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meetings and determined abuse/neglect had not
occurred. The factHity's Interdisciplinary Team
(IDT} consisted of the following staff who
attended the QA meetings: Administrator,
Director of Nursing, Assistant Director of Nussing,
Staff Development Nurse, Sociat Services
Director, Minimum Data Set Nurse, Director of
Finance, Medical Records Director, Managing
Partner, Medical Director, Director of Dietary,
Housekeeping Director, Director of Maintenance,
Unit Coordinator Nurse, Nurse Supervisor, and
Restorative Program Nurse. The Administrator
also stated ihe breakdown in the system's failure
to ensure all allegations of abuse, neglect,
exploitation, and missing resident property were
thoroughly investigated, resident protection, and
reporting had not been identified through the QA
program.

*An acceptable Allegation of Compliance {AQC)
related to the immediate Jeopardy was received
on 10/22/13, which alleged the Immediate
Jeopardy was removed on 10/22/13,

A review of the AOC revealed a complete
anatomical assessment was conducted by the
DON, Nursing Supervisor (NS}, MDS Nurse, and
Unit Cocrdinator {UC) for signs or symptoms of
abuse for all in-house residents utilizing a newly
implemented Abuse/Complaint Assessment Tool
on 10/11/113. In addition, all alert and oriented
residents as well as staff were interviewed by the
DON, S5D, MDS Nurse, UC, Staff Development
Coordinator (SDC}, and Medical Records Director
{MRD} to ensure no evidence of suspected
abuse, neglect, exploitation, or misappropriation
had not been reported. The AOC staled all past
reports of abuse and grievances for the past year
were reported fo the state agencies and a

F-520 Continued...

F 520 e .
Upon further questioning of other residents, one

other resident voiced complaint related to the
E:)ughness in care provided by CNA #4 and .

Resident #7. The complaint front Resident #7
vas investigated thoroughly, reported in a
timely manner additional questioning of resident
#7 she states that CNA #4 was only rough with
fer that one time stating that she was in a hurry
o put my night gown on, rsd #7 states that
‘emp]oyee has never been rough with her before
and has not been rough since then. Rsd #7 states
that she really likes the CNA #4 and does not
ring that she takes care of her. Additional
questiotting took place with the roommate; she states
that CNA #4 putled rsd #7’s crippled feg and that rsd
W7 told her about it, roominate states that SRNA
ﬂlmnediately apologized stating that she did not mean
o pull her leg. Roommate states that SRNA has never|
been rough with her and she has never seen her be
tough with any other resident, and that she likes
RNA. SRNA instructed those {Residents) not to ring
the call light as well. (This complaint was re-opened
IOctoberQl, 2013. A thorough investigation was
I ompleted with interviews ol residents and staff).

<
iUp(m further investigation with (Resident #7} it was
determined that (Employee) stated “Do not put the
l:all light on”. RSD #7 also stated that she was unsure
as to why (Employee) made that statement. Upon
fnferviewing roommate she stated that {Employec})
tated “Don’t put your call light o™ roommate stated
that CNA #4 stated this as she was leaving the
-oom both residents is unsure as to why the
tatement was made by (Employee).

F-520 Continued next page...
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thorough investigation was initiated into eight
allegations related to abuse/neglect as well as
protection of the resident during the investigation.

The AQC revealed the facility's Abuse Policy was
reviewed and updated in accordance with the
State Operations Manuai (F225 and F226) on
10/10/13. In-service training was initiated on
10/10/13 and completed on 10/12/13, for 100
percent of facility employees by the Staff
Development Coordinator (SDC).

The AOC further revealed the Administrative staff,
including the Administrator, DON, and SSD, was
counseled by the Corporate Officer and retrained
by the Staff Development Nurse on 10/10/13 on
the Abuse policy.

Further review of the AOC revealed the facility
would ensure continued compliance through the
completion of a daily Continuous Quality
Improvement (CQI) form fo be reviewed during
the daily CQI meeting te ensure all
concerns/grievances have been thoroughly
reviewed and all issues have been addressed per
policy with appropriate reporting to the state
agencies. The CQl form will be reviewed daily by
the Administrator and bi-weekly by the Managing
Partner. In addition, the AQOC noted an Abuse
Log woutd be completed daily by the SSD, DON,
ADON, MDS Nurse, or NS and reviewed daily by
the Administrator, DON, or designee. The
Administrator would provide daily oversight to
ensure all allegations of abuse, neglect,
misappropriation of property identified will be
Investigated in a fimely manner, involved staff
was immediately suspended, and state agencies
were notified immediately. The AQC further
indicated the Allegations of Abuse Log would be

Staff that worked with CNA #4 was interviewed
fo determine if they knew that CNA #4 would
tell residents not to put on the call light. Staff
%tatements reflect that they had never witnessed
CNA #4 speaking in that manner to any resident
L)r asking them not to put on their call lights.
tnterviews with other residents revealed that
hey had never heen told to not put on their cail
!Iights by CNA #4. It was determined that CNA
4 had established a patiern of complaints and
review of past counseling’s related to not
ollowing care plans, such as resident to be
ransferred by fwvo person assist with the use of
Floycr lift, it was determined that the potential

or abuse and negleet was present if she
emained in the facility. A proactive approach
Ivas taken in this allegation fo terminate the
employee preventing any potential abuse,
eglect, exploitation or misappropriation from
this individual in the future, {Substantiated,
mployee Terminated 10/21/2013).
RSD #9
Complaint reopened, 10/13/13, Date reported
10/13/13, completed Date: 10/17/13: (RSD #9)
tates that (employee) refused to take hier to the
athroom, emnployce was suspended and a
thorough investigation was completed,
Conclusion: Additional investigation reveafed
Ilhat (Employee) did not refuse to take to the
toilet as evident by interviews with staff
embers that were present at the time and
residents roommate and residents that lived on
the same unit as RSD #9.
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FORM CM5-2567(02-99) Previous Vessions Obsolste

Event ID:HC{FH

Fecility (D: 100325

i continuation sheet Page 74 of 77




DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

PRINTED: 12/10/2013
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENGIES
AND PLAN OF CORRECTION

{*1) PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER;

185267

{%2) MULTIPLE CONSTRUCTICON {X3) DATE SURVEY
A_BUILDING COMPLETED
B e 10/23/2013

NAME OF PROVIDER OR SUPPLIER

CEDARS OF LEBANON NURSING CENTER

STREETADDRESS, CITY, STATE, ZIP CODE
337 SOUTH HARRISCN STREET
LEBANON, KY 40033

ulilized to track/trend reported allegations and
would be reviewed monthly with the QA
Committee.

**The surveyors validated the corrective action
faken by the facllity as follows:

Review of the facility's documentation revealed a
100 percent audit had been conducted of all
in-house residents on 10/11/13 by the DON to
identify any potential signs or indicators of abuse,
neglect, or misappropriation. A review of the daily
census for 10/11/13, verified all residents had
been assessed for abuse, neglect, and
misappropriation. Review of the
Abuse/Complaint question assessment tooi and
inferviews conducted with residents and facility
staff reveated no signs or symptoms of abuse
were evident. A review of the facility's
investigations revealed the facility had reopened
the allegations identified in the AOC and had
conducted a more thorough investigation which
included suspensionftermination cf the alleged
perpetrators and appropriate reporting of each
allegation immediately o the stale agencies.
Interview conducted with the DON on 10/23/13
revealed the investigations had been reopened
and witness interviews and other pertinent data
had been used o determine if the allegation was
substantiated or unsubstantiated. The DON also
provided evidence that protection had been
provided for the residents during the investigation
and the allegations had been reported to the state
agencies as indicated in the AOC. :

Review of the facility's Abuse policy revealed the
policy had been revised to reflect interventions to
be utilized to deal with reperting, protection, and
investigation of all allegations of abuse. A review

F-520 Continued...

Present if she remained in the facility
IutiEizing revised abuse policy. A proactive
Lapproach was taken in this allegation to
terminate the employee preventing any
potential abuse, neglect, exploitation or
|misappro;:;riation from this individual in the
future, (Substantiated, Employee
Terminated 10/21/2013).

IRSD #9:
Complaint reopened, 10/13/13, Date
|reported 10/13/13, completed Date:
10/17/13: SRNA was suspended by DON
and an investigation was conducted which
included interviews with Staff that were
|present and residents on the same unit. A
'physical assessment was conducted, that
evealed no bruising, skin tears or any other
signs of abuse. Conclusion: Determination
}‘nade that accused SRNA did not squeeze
.{Resident) after interview with SRNA and
|(Resit:lent). {Resident) stated ihat she
simply did not like the way she was
transferred that time. Noted, (Resident) has
:diagnosis of severe rheumatold arthritis and
Fontinuous generalized pain of entire body.
in addition {o: Obsessive Compulsive
Disorder, Depression and Anxiety requiring
ild and soft transfers. Allegation was
nsubstantiated; SRNA was re-educated on
proper transferring technigues with this
esident).
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of the facility's in-service sign-in sheets, prefpost
tests, and interviews with staff (RN #1, LPN #10,
LPN#t1, CNAs #13, #14, #15, and #16,
Housekeeping Staff Members #1 and #2, and
Dietary Staff Member #1) on 10/23/13, verified
staff had been in-serviced on 10/10/13, 10/11/13,
10112113, 10/14/13, 10/45/13, 10/17/13, 10/19/13,
and 10/21/13, as stated in the AOC. Staff further
revealed they had been in-serviced on the
revised/updated abuse palicy to include timely
reporiing of any allegation of abuse/negtect by the
use of a pre/post test. The revised abuse policy
material included educating staff on how to
identify, assess, complete thorough
investigations, and timely reporting.

Review of the Performance Improvement Forms
dated 10/10/13 verified counseling was provided
for the Administrator, DON, and the SSD by the
Corporate Officer. in addition, review of the
in-service records dated 10/11/13 revealed
retraining related to the Abuse policy was
provided fo the Administrator, DON, and the SSD
on 10A11/3. Interviews conducted with the
Administrator, DON, and the SSD on 10/23/13
confirmed counseling and reeducation had been
provided as stated in the AOC.

Interviews conducted with members of the DT
team {Adminisfrator, SSD, DON, UC, Dietary
Manager, Activilies Director, SDC, and MDS
Nurse) on 10/23/13, revealed the allegations of
abuse, neglect, expleitation, and misappropriation
were raviewed daily during the IDT meeting to
ensure the allegations/concems were
appropniately reported, investigated, and resident
protection provided.

Review of the Abuse/Complaint question

SRNA was able to demonstrate how
transfer took place with RSD #9 and was
idirected on how to betier transfer with this
}resident by the DON. Rsd with diagnosis of
evere rheumatoid arthritis and continuous
Eeneraiized pain of entire bedy. In addition
io: Obsessive Compuisive Disorder,
Eepression and Anxiety RSD #9, as refated
to her diagnosis of Obsessive Compulsive
Disorder requests to be foileted every 15-30
inutes. She was placed on a Bowel and
Bladder Plan by her Physician with
nterventions including; toilet every 2 hours
t specific times. (Employee) was following
the plan of care set forth by the Physiclan,
Llnd encouraging RSD #9 to wait until the
lset time fo go. The bowel and bladder plan
has been care planned and discussed
}’nany times with RSD #9. Sheis in
agreement with the plan. She still continues
1o ask to go the toilet every 15-30 minutes.
Staff continues to re-educate her on a daily
Pasis as to her planned program set forth
|by her physician. Note: (Resident) has been
on the scheduled Bowel and Bladder
Program since 1/18/2013. The Allegation
lLNas Unsubstantiated, (Employee) was re-
educated as to {Resident) specific Bowel
!fnd Bladder Program and proper toileting

echnigues.
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assessment tool and interviews conducted with
Residents #3, 1, J, K, L, and M on 10/23/13,
verified staff had interviewed them daily from
10/11/13 to 1018/13 to determine if any abuse
had occurred. Further review of the
abuse/complaint questionnaire revealed the
Administrator, DON, and Managing Partner
reviewed the information daily. Inferview
conducted with the Administrator on 10/23/13, at
5:45 PM, revealed he reviewed the Abuse Log
daily and any identified discrepancies were
corrected immediately to ensure all allegations of
abuse, neglect, or misappropriation were
investigated and reported, and protfection for
residents was provided appropriately. The
Administrator stated the Abuse log would be
utilized as a tracking/trending fool to report any
trends and problems to the QA Commiltee.

RSD “B”

Employee was suspended immediately and
n investigation was completed by
interviewing staff that were present during
&real time as well as other residents that
are present. A physical assessment was
1 ompleted and no adverse affects were
Evoted, lungs were clear, afebrile, vital signs
| ere normal and resident was in no
l~distress. Conclusion: RSD has worked with
iSpeech Therapy and has had a five (5}
t\odified Barium Swallow studies from
/2012 1o 5/2013. The physician is aware
nd has declined the use of a feeding tube.
he RSD is care planned for choking and
oughing episodes during meals. Staff is
educated to stop feeding and allow him to
'Cough and Clear” while being monitored
y the feeding staff during these episodes.
Unsubstantiated and re-educated as o
proper feeding techniques and the polential
for this resident to aspirate during feeding
and when to alert nursing staff to potential
aspiration.

Continued on Appendix “B” F-520...
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..trace, the facility had replaced the monies. The policy of the facility is that residents are encouraged not to keep money on their person and to
have ihe business office keep their monay in the safe and they could get it at any time during the week or weekend. RSD #9 reported $5.00 was
missing on 11/05/12 interviews of staff and other residents did not reveal any information, money was replaced by facility, no evidence of anyone
haven it taken was determined. Resident #11 reported $5.00 was missing from his/her chest at the resident's bedside on 11/20/12, interviews with
staff and other residents did not reveal any information, money was replaced by facility, no evidence of anyone haven It taken was determined.
On 11/01/412, Resident D reported to the SSD he/she was missing $4.35, interviews with staff and other residents on the unitdid not reveal any
information, money was replaced by facility, no evidence of anyone haven it taken was determined. Resident E reported hefshe had $30.00
missing since 11/04/42, interviews with staff and other residents on the unit did not reveat any information. , money was replaced by facility, no
evidence of anyone haven it taken was detemmined. Monies were replaced by facility for residents F and G as well, interviews with staff working at
time the monies went missing and other residents did not reveal any information no evidence of anyone haven it taken was determined.

2.

The facility through interviews with all residents and physical assessinents performed on all residents in the facility The facility through
interviews with all residents by DON, MDSN and ADON and physical assessments performed by DON on all residents in the facility.
There were five {5) allegations of abuse (1. Rough care in the past, 2.fearful of nurse, 3. RSD-RSD doesn’t treat me with respect 4, Fearful
of minister 5. Rough care provided), six (6) Misappropriations { . Missing watch 2. Missing necklace 3. Missing blanket 4. Missing
clothes 5. Picture iaken from room 6. Missing shirt), Two (2) neglcct allegations (1. SRNA refused to take rsd to bathroom, 2. RSD states
did not receive shower), issues that was determined {o exist. Each resident was protected, any potential perpetrators were removed from
the resident eare area, cach resident was physically assessed from head to toe immediately, alt appropriate state agencies were notified
immediately and each case was investigated by usc of interviews with staff, Residents, family members and other persons as needed.
Completed October 11, 2013,

Systemic changes such as; Quality Assurance/Risk Management Policy was updated October 13, 2013 to include specific
oversight of Abuse, Neglect, Misappropriation oversight and input from Medical Director.(See Exhibit # 10: Quality
Assurance Policy). In-service/re-education training implementation began for 100% of employees, specifically including
Administrator, DON and Social Services Director, immediately on October 10, 2013 by SDN, when the discovery was made
and the potential for systemic failure was identified. {(See Exhibit #2: Resident Abuse Training Materials F-225/F-226,
Abuse Policy revision date 10/10/2013 and attendance records). The in-services, education and policy changes were
completed on October 12, 2013 through one on one training with every employee by Staff Development Nurse (See Exhibit
# 4. Abuse Training Verification Log). No employee was/will be allowed to work until completion of training (If on Leave or
Vacation fraining with validation of competency will be completed before affowing return).

An Abuse/Complaint assessment tool was developed and implemented on Oetober 11, 2013, (See Exhibit # 1; Abuse/Complaint
Assessment Tool), All alert and oriented residents were interviewed by DON, 85D, MDSN, UCN, SDC and MRD for any
statements/evidence of suspected abuse, concerns, neglect, exploitation or misappropriation. In order to ensure all violations involving
mistreatment, abuse, neglect or misappropriation of resident funds or property are, investigated thoroughly through interviews with staff
and residents, head to toe physieal assessments, record reviews, residents are protected and atlcgations are reported timely fo state
agencies, the Director of Nursing (DON), Assistant Director of Nursing (ADON), Staff Development Nurse(SDC), Social Services
Director(SSD), Minimum Data Sets Nurse{MDSN), Unit Coordinator Nurse (UCN), Nurse Supervisor(NS) or designee will audit by
utilizing Abuse/Complaint Assessment Tool daily x 1 week, then weekly x 4 weeks, ther monthly x 1 menth, longer if 100% complianee
of process is not achieved. Beginning October 11, 2013, The Assessment Tool will be utilized on weekends as well, The weekend
completion will be performed by the NS. IFNS is unavailable then the DON, ADON, MIYSN or SDC will be responsible to carry out this
task. The Administrator will provide oversight daily, including weekends, by discussion and/or reviewing and initialing the
audits after review to ensure residents were protected, reporting was timely and the investigations were thorough through
interviews with staff and residents, physieal head to toe assessments, record reviews, In addition, the Managing Pariner will review
twice weekly with the Administrator in an informal format to ensure that allegations are reported timely, residents are
protected, receive appropriate assessments, perpetrators are suspended or terminated and a thorough investigations are
being performed which includes through interviews with staff and residents, head to toe physical assessments and record reviews, any
alleged abuse, neglect; misappropriation of funds identified will be investigated in a timely manner to ensure the resident’s
safety with an assessment for any physical or psychosocial issues. Immediate suspension of staff involved and timely
notification of state agencies will be completed immediately, by SSD, DON, ADON, MDSN, SDC, Administrator, NS or UCN.
The DSS, DON, Administraior, ADON, MDSN or NS will conduct an abuse monitor, {See Exhibit # 7: Village of Lebanon, LLC
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Abuse Monitor), weekly x 4 weeks, then every month for three months, then quarlerly thereafter and report to Quality Assurance
Committes for guidance, direction and oversight. in Addition, The DSS, DON, ADON, MDSN or NS will complete an Allegations of
abuse, neglect or misappropriations Quality Assurance Log to be reported on a daily basis to the IDT Committee (Morning Meeting)
and will be reviewed daily by the Administrator or designee (SDN) and Director of Nursing or designee (ADON/MDSNY) for Tracking
and trending such as, discovery of any trends in the report, allegations.occurring on the a cerlain shift, day, night, evening, whether
or not a certain employee, event or situation had developed a pattern that would require additional investigation such as, interviews
with staff and residents, head to toe physical assessments, record reviews. In Addition, The DSS, DON, ADON, MDSN or NS will
complete an Allegations of abuse, neglect or misappropriations Quafity Assurance Log to be reporled on a daily basis to the IDT
Committee (Morning Meeting) and will be reviewed daily by the Administrator or designee (SDN) and Director of Nursing or
designee (ADON/MDSN) for Tracking and trending such as, discovery of any trends in the report, allegations occurring on the
certain shift, day, night, evening, whether or not a certain employee, event or situation had developed a pattern that would
require additional investigation. This log will be turned in monthly to the QA committee for review and oversight, (See Exhibit
#6: Allegations of Abuse, Neglect, Misappropriations Quality Assurance Log) The Abuse reporting form was revised on
October 14, 2013 by the IDT. (See Exhibit # 9: Abuse Reporting/Investigation Worksheet), which will have oversight by
Assistant Administrator and/or Administrator on a daily basis with oversight by Medical Director through Monthly Quality
Assurance. Quality Assurance/Risk Management Policy was updated October 13, 2013 to include specific oversight of
Abuse, Neglect, Misappropriation oversight and input from Medical Director.(See Exhibit # 10: Quality Assurance Policy).
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Appendix “B” F-520 Continued..,
The facility replaced Residents Monies missing for the following residents #9, #11, D, E, F, and G when incident occurred. Employees were
interviewed by the Director of Social Services, to determine events surrounding the missing monies, Residents that live on the same units aside
from the RSDs listed above were interviewed. Residents were also interviewed at the {ime the moenies went missing and there was no evidence
found fo imply that impropriety had occurred other than the disappearance of monies without reason or trace, the facility had replaced the
monies, The poliey of the facility is that residents are encouraged not to keep money on their person and to have the business office keep their
money in the safe and they could get it at any time during the week or weckend. RSD #9 reported $5.00 was missing on 11/05/12 interviews of
staff and other residents did not reveal any information, money was replaced by facility, no evidence of anyone haven il taken was detetmined.
Resident #11 reported $5,00 was missing from his/her chest at the resident’s bedside on 11/20/12, interviews with staff and other residents did
not reveal any information, money was replaced by faeility, no evidence of anyone haven it taken was determined. On 11/01/12, Resident D
reporied to the SSI he/she was missing $4.36, interviews with staff and other residents on the unit did not reveal any information, money was
replaced by facility, no evidence of anyone haven it taken was determined. Resident E reported he/she had $30.00 missing since 11/04/12,
interviews with statf and other residents on the unit did not reveal any information. , money was replaced by facility, no evidence of anyone
haven it taken was determined.
2. Through interviews with ali residents by DON, MDSN and ADON and physical assessments performed by DON on all residents in
the facility. The facility through interviews with all residents by DON, MDSN and ADON and physical assessments performed by
DON on all residents in the [acitity. There were five {5) allegations of abuse (1. Rough care in the past, 2.fearful of surse, 3. RSD-
RSD doesn’t treat me with respeet 4. Vearful of minister 5. Rough care provided), six {6) Misappropriations (1. Missing watch 2.
Missing necklace 3. Missing blanket 4. Missing clothes 5. Picture taken rom room 6. Missing shirt), Two (2) neglect allegations (1.
SRNA rcfused fo take rsd to bathroom, 2. RSD states did not reccive shower), issues that was determined to cxist. Each resident was
proteeted, any potential perpetrators were removed from the resident care area, cach resident was physically assessed (rom head to toe
immediately, all appropriate state agencies were notified immediately and each case was investigated by usc of interviews with staff,
Residents, family members and other persons as needed. Completion of assessment and determination of residents affected completed
October 11, 2013.

3. Sysiemic changes such as; Quality Assurance/Risk Management Policy and Facility Abuse Poliey were updated October 13, 2013 and
October 10, 2013 to include specific oversight ol Abuse, Neglect, Misappropriation oversight and input rom Medical Director.(See
Exhibit # 10: Quality Assurance Policy). In-service/re-cducation training implementation began for 100% ol employees,
specifically including Administrator, DON and Social Services Director, immediately on October 10, 2013 by SDN, when the
discovery was made and the potential for systemic failure was identified. (See Exhibit #2: Resident Abuse Training Materinls F-
225/F-226, Abuse Policy revisiont date 10/10/2013 and attendance records). The in-services, education and policy changes were
completed on October 12, 2013 through one on one training with every employcee by Staff Development Nutse (See Exhibit # 4:
Abuse Training Verification Log). No cinployces was allowed to work until completion of training (Il no leave or Vacation training
with validation of compctency will be completed before allowing to work).

4, The development of an Abuse/Complaint Assessment tool and the implementation on October 11, 2013, (See Exhibit # 1
Abuse/Complaint Assessment Tool). All alert and oriented residents were interviewed by DON, 88D, MDSN, UCN, SDC and MRD
for any statements/evidence of suspected abuse, concerns, neglect, exploitation or misappropriation. In order to ensure all violations
involving mistreatment, abuse, negiect or misappropriation of resident funds or property are, investigated thoroughly through
interviews with staft and residents, head to toe physical assessments, record reviews, residents are protected and allegations are
reporied timely fo state agencies, the Director of Nursing (DON), Assistant Director of Nursing (ADON), Staft Development
Nurse(SDC), Social Services Director(SSD), Minimum Data Sets Nurse(MDSN), Unit Coordinator Nurse (UCN), Nusse
Supervisor(NS) or designee will audit by utilizing Abuse/Complaint Assessment Tool daily x 1 week, then weekly x 4 weeks, then
monthly x 1 month, longer il 100% compliance of process is not achieved. Beginning October 11, 2013. The Assessment Tool will be
utilized on weekends as well, The weekend completion will be performed by the NS, If NS is unavailable then the DON, ADON,
MDSN or SDC will be responsible to carry out this task The Administrator will provide oversight daily, including weekends, by
discussion and/or reviewing and initialing the audits afler review to ensure residents were protected, reporting was timely and the
investigations were thorough through interviews with staff and residents, physical head to toc assessments, record reviews. In
addition, the Managing Partner will review twice weekly with the Administrator in an informal format to ensure that allegations are
reporied tintely, residents are protected, receive appropriate assesstents, perpetrators are suspended or terminated and a thorough
investigations are being performed which includes through interviews with staff and residents, head to toe physical assessments and
record reviews, any alleged abuse, neglect; misappropriation of funds identified will be investigated in a timely manner to ensure the
resident’s safety with an assessment for any physical or psychosocial issues. Immediate suspension of staff invelved and timely
notification of state agencies will be completed immediately, by SSD, DON, ADON, MDSN, SDC, Administrator, NS or UCN. The

DSS, DON, Adstinistrator, ADON, MDSN or NS will conduct an abuse monitor, (See Exlitibit # 7; Village of Lebanon, LL.C Abuse
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Monitor), weekly x 4 weeks, then every month for three months, then quarterly thercafter and report to Quality Assurance Commitice
for guidance, direction and oversight. In Addition, The DSS, DON, ADON, MDSN or NS will complete an Allegations of abuse,
neglect or misappropriations Quality Assurance Log to be reported on a daily basis to the IDT Committee (Morning Meeting) and will
be reviewed daily by the Administrator or designee {SDN) and Director of Nursing or designee (ADON/MDSN) for Tracking and
trending such as, discovery of any trends in the report, allegations occuriing on the a certain shift, day, night, evening, whether or not
a certain employee, cvent or situation had developed a pattern that would require additional investigation such as, interviews with
staff and residents, head to toe physical assessments, record reviews, In Addition, The DSS, DON, ADON, MDSN or NS witl
complete an Allegations of abuse, neglect or misappropriations Quality Assurance Log to be reported on a daily basis to the DT
Committee (Morning Meeting) and will be reviewed daily by the Administrator or designee (SDN) and Dyirector of Nursing or
designee {ADON/MDSN} for Tracking and irending such as, discovery of any trends in the report, allegations oceurring on the
certain shift, Day, night, evening, whether or not a certain employee, event or situation had developed a pattern that would require
additional investigation. This log will be turned in monthty to the QA commitiee for review and oversight, (See Exhibit #6:
Allegations of Abuse, Neglect, Misappropriations Quality Assurance Log) The Abuse reporting form was revised on October 14,
2013 by the IDT. (See Exhibit # 9: Abuse Reporting/Investigation Worksheet), which will have oversight by Assistant
Administrator andfor Administrator on a daily basis with oversight by Medical Dircctor through Monthly Quality Assurance, Quality
Assurance/Risk Management Policy was updated October 13, 2013 to include specific oversight of Abuse, Neglect, Misappropriation
oversight and input from Medical Director.(See Exhibit # 10: Quality Assurance Policy).

5. F-520 Completion date: 11/01/2013
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